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THE  DISADVANTAGED  MINORITY  HEALTH 
IMPROVEMENT  ACT 


WEDNESDAY,  JUNE  30,  1993 

U.S.  Senate, 
Committee  on  Labor  and  Human  Resources, 

Washington,  DC. 

The  committee  met,  pursuant  to  notice,  at  10:00  a.m..  in  room 
SD-430,  Dirksen  Senate  Office  Building,  Senator  Edward  M.  Ken- 
nedy [chairman  of  the  committee]  presioung. 

Present:  Senators  Kennedy,  Simon,  and  WofFord. 

Opening  Statement  of  Senator  Kennedy 

The  Chairman.  We  will  come  to  order. 

Despite  the  unprecedented  growth  in  scientific  knowledge  and 
the  growing  capacity  of  medical  science  to  diagnose,  treat,  prevent, 
and  cure  disease,  most  minority  citizens  in  America  have  not  bene- 
fited fiilly  or  equitably  from  these  developments  and  discoveries. 

Although  we  spend  over  $800  billion  a  year  on  health  care  in  this 
country,  the  health  status  of  African  Americans,  Hispanics,  Amer- 
ican Indians,  and  Asian-Pacific  Islanders  has  lagged  significantly 
behind  that  of  the  Nation  as  a  whole.  Even  in  Third  World  coun- 
tries, the  average  citizen  has  a  better  health  status  than  minorities 
in  the  United  States. 

More  minority  babies  are  dying  or  being  bom  with  mental  and 
physical  disabilities  because  their  mothers  did  not  receive  prenatal 
care.  More  adults  are  dying  of  diseases  widely  considered  prevent- 
able. Minorities  wait  longer  for  health  services,  fi-om  basic  primary 
care  to  high-technology  procedures  such  as  cardiac  bypass  surgery 
or  angioplasty.  The  alarming  spread  of  AIDS,  high  homicide  rates 
among  young  black  men,  and  rising  use  of  illegal  drugs  all 
compound  this  crisis. 

The  Department  of  Health  and  Human  Services  Task  Force  of 
1986  on  Black  and  Minority  Health  provided  the  first  comprehen- 
sive report  on  these  issues.  It  found  that  about  227,000  Afiican 
Americans  died  each  year  between  1979  and  1981,  and  they  con- 
cluded that  60,000  of  those  deaths  would  not  have  occurred  if  Afiri- 
can  Americans  had  the  death  rates  as  white  Americans.  In  recent 
years,  the  gaps  have  widened. 

Compared  to  whites,  an  African  American  child  is  twice  is  likely 
to  die  within  the  first  year  of  life.  Afi-ican  American  mothers  are 
twice  as  likely  to  receive  no  health  care  or  care  only  in  their  last 
trimester  of  pregnancy.  The  death  rate  from  heart  disease  is  twice 
as  high.  The  life  expectancy  is  6  years  shorter.  Their  survival  rate 
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for  cancer  is  lower.  The  overall  rate  of  AIDS  is  3  times  as  high.  For 
black  women,  it  is  10  to  15  times  higher.  Black  children  account 
for  more  than  50  percent  of  all  children  with  AIDS.  Twenty-two 
percent  of  blacks  have  no  private  or  public  health  insurance  com- 
pared to  12  nercent  for  whites. 

Comparable  figures  can  be  cited  for  other  minority  groups.  These 
data  underscore  the  need  for  action.  We  must  eliminate  the  bar- 
riers that  contribute  to  these  disparities.  One  of  the  msgor  barriers 
is  inadequate  access  to  qualify  health  care,  resulting  from  the  lack 
of  health  insurance,  lack  of  minority  health  providers,  inadeauate 
support  for  institutions  that  serve  minority  communities,  and  the 
lack  of  relevant  health  information. 

The  Disadvantaged  Minority  Health  Improvement  Act  of  1990 
was  enacted  to  reduce  these  barriers  and  prevent  the  unnecessary 
diseases  and  deatiis  that  disproportionately  affect  minorities  in  our 
society. 

The  Act  designates  the  Office  of  Minority  Health  to  coordinate  all 
activities  in  the  Department  of  Health  and  Human  Services  that 
relate  to  health  promotion,  disease  prevention,  service  delivery,  and 
research  involving  racial  and  ethnic  minorities. 

In  addition,  the  Act  established  a  loan  and  scholarship  program 
to  provide  financial  assistance  to  students  pursuing  careers  as 
health  professionals.  It  also  supports  Hispanic  and  American  In- 
dian Centers  of  Excellence,  primary  care  in  public  housing  projects, 
and  health  services  for  Pacific  Islanders.  The  programs  established 
by  the  Act  have  only  been  in  place  for  2  years,  and  early  reports 
indicate  tiiat  more  services  are  becoming  available. 

Our  hearing  this  morning  will  assess  the  effectiveness  of  these 
programs,  identify  unmet  needs,  and  develop  an  effective  strategy 
for  reducing  these  pervasive  barriers.  Sixty  thousand  preventable 
deaths  a  year  is  a  shocking  indictment  of  our  health  care  system. 

I  look  forward  to  the  testimony  from  our  witnesses  today  and  to 
working  with  my  colleagues  to  provide  greater  Federal  support  to 
reduce  these  shameful  disparities. 

Our  first  panel  will  examine  the  current  healtJi  status  of  minori- 
ties and  the  need  for  greater  Federal  support  to  reduce  disparities. 
We  will  have  two  good  friends  from  the  House.  We  are  delighted 
to  have  Congressman  Louis  Stokes  here.  We  expect  Congressman 
Richardson  to  arrive  shortly. 

Congressman  Stokes  was  the  principal  sponsor  of  this  Act  in  the 
House  of  Representatives.  He  serves  as  the  chairman  of  the  Con- 
£n*essional  Black  Caucus  Health  Braintrust.  He  has  been  a  tireless 
and  ardent  advocate  for  quality  care  for  all  Americans,  especially 
the  poor,  minorities,  children,  and  the  elderly,  when  many  others 
were  not.  This  Act  in  a  very  important  way  bears  his  imprint,  and 
we  are  very,  very  glad  for  and  appreciate  his  willingfness  to  partici- 
pate in  our  hearing  tJiis  morning. 

We  are  delighted  to  have  Dr.  Baquet,  Deputy  Assistant  Secretary 
for  Minority  Health,  here  today.  Dr.  Baquet  nas  devoted  much  of 
her  public  service  to  improving  the  health  of  minorities.  She  has 
a  distinguished  record  as  an  educator,  researcher,  clinician,  and  ad- 
ministrator. 

Last  year,  she  spent  6  months  working  for  the  Committee  on 
Health  Promotion  and  Disease  Prevention  legislative  initiatives. 


She  did  a  truly  outstanding  job,  and  we  are  very  pleased  to  have 
her  testimoiw  today  and  to  be  able  to  work  with  her  in  improving 
the  health  of  minorities. 

Besides  his  distinguished  leadership  on  health  matters  and  other 
issues  relating  to  tiie  problems  of  people  in  the  inner  cities,  Con- 
gressman Stokes  is  a  long,  valued,  dear  friend  of  mine,  and  we  are 
glad  to  have  a  chance  to  welcome  you  here  to  the  committee,  as 
well  as  Dr.  Baquet,  and  Bill  Richardson.  We  are  pleased  to  begin 
witii  our  real  leader  in  this  important  policy  area,  Congressman 
Stokes. 

STATEMENTS  OF  HON.  LOUIS  STOKES,  A  REPRESENTATIVE  IN 
CONGRESS  FROM  THE  STATE  OF  OHIO;  HON.  BILL  RICHARD- 
SON, A  REPRESENTATIVE  IN  CONGRESS  FROM  THE  STATE 
OF  NEW  MEXICO;  AND  DR.  CLAUDIA  R.  BAQUET,  DEPUTY  AS- 
SISTANT   SECRETARY    FOR    MINORITY    HEALTH,    DEPART- 
MENT OF  HEALTH  AND  HUMAN  SERVICES 
Mr.  Stokes.  Thank  you  very  much,  Mr.  Chairman.  Let  me  say 
at  the  outset  that  it  is  a  pleasure  to  appear  here  before  you  and 
your  committee  here  on  this  very  important  legislation.  I  am  also 
pleased  to  be  here  with  Congressman  Bill  Richardson,  who  was  an 
original  cosponsor  of  the  legislation  which  you  and  I  jointly  spon- 
sored in  the  101st  Congress.  Of  course.  Dr.  Claudia  Baquet,  who 
heads  up  the  office  that  was  created  through  this  legislation,  has 
done  an  outstanding  job  in  that  capacity. 

Mr.  Chairman,  I  want  to  start  by  just  commendmg  you  for  pro- 
viding this  forum.  You  continue  to  demonstrate  your  resolve  that 
our  Nation  provide  quality  and  affordable  health  care  for  all  Ameri- 
cans. _ ,  I  , 
A  great  deal  has  transpired,  Mr.  Chairman,  in  the  area  of  health 
care  reform  since  I  last  appeared  before  your  committee.  The  most 
significant  item  related  to  the  health  care  of  minorities  is,  in  my 
opinion,  the  enactment  of  the  Disadvantaged  Minority  Health  Im- 
provement Act,  which  you  and  I  jointly  sponsored  in  the  101st  Con- 
gress and  which  was  signed  into  law  in  November  of  1990.  I  am 
certain  you  know  just  how  critical  this  landmark  legislation  is  for 
the  minority  community. 

It  is  important  to  note,  as  you  begin  your  deliberations  on  the  re- 
authorization of  this  measure,  that  of  all  groups  lacking  access  to 
health  care  and  experiencing  a  diminished  health  status,  African 
Americans  and  other  minorities  continue  to  top  the  list. 

The  fact  of  the  matter  is  that,  and  I  quote  the  15th  Annual  Re- 
port Card  on  Health— the  publication  entitled  "Health  United 
States  1990"— "Whether  the  focus  is  on  mortality,  morbidity,  or  the 
utihzation  of  health  services,  disparities  in  health  status  remain 
widespread.  Rapid  improvements  in  medical  science  and  in  the  sys- 
tems designed  to  provide  essential  health  care  services  have  not 
benefited  all  racial  and  ethnic  groups  equally." 

As  you  know,  Mr.  Chairman,  every  racial  and  ethnic  minority 
group  experiences  some  health  disparity.  Unfortunately,  for  African 
Americans,  this  situation  continues  to  not  only  persist  but  to  dete- 
riorate. We  know,  for  example-^nd  I  will  be  redundant  to  some 
degree  because  you  have  already  cited  a  great  number  of  statistics 
relative  to  this  problem.  But  we  know,  tor  example,  that  the  gap 


between  blacks  and  whites  in  life  expectancy  has  continued  to 
widen.  Life  expectancy  at  birth  for  blacks  overall  was  69.1  years  in 
1990,  compared  to  76.1  years  for  whites.  For  black  males,  life  ex- 
pectancy was  64.5  years  in  1990,  a  decline  since  its  high  of  65.3 
years  in  1984. 

Blacks  also  have  higher  age-adjusted  death  rates  than  whites  for 
15  lea^g  causes  of  death.  In  the  instance  of  homicide  and  HIV 
infection,  the  gap  between  black  and  white  mortaUty  rates  is  wider 
than  for  any  chronic  disease. 

Infant  mortality  rates  for  blacks  are  highest  of  any  racial  or  eth- 
nic group.  Although  infant  mortality  declined  among  both  blacks 
and  whites  between  1989  and  1990,  it  was  still  2.5  times  as  high 
among  blacks  as  whites.  In  fact,  black  mothers  with  a  college  de- 
gree nave  a  higher  infant  mortality  rate  than  white  mothers  with 
less  than  a  high  school  education. 

Added  to  these  grim  statistics  is  the  fact  that  African  Americans 
and  Hispanics  account  for  over  50  percent  of  the  number  of  Ameri- 
cans added  to  the  rolls  of  the  uninsured  between  1977  and  1987, 
and  that  these  individuals  are  disproportionately  represented  in 
the  kinds  of  famihes  at  the  greatest  risk  of  being  uninsured.  These 
tvpes  of  trends  farther  exacerbate  the  disproportionate  incidence  of 
illness  and  death  in  our  communities. 

That  is  why  your  hearing  today  is  so  critical.  At  a  time  when  our 
President  has  issued  a  call  to  his  administration  and  experts 
around  the  United  States  to  reform  our  health  care  svstem,  we 
must  look  closely  at  what  can  be  done,  what  should  be  done,  what 
is  being  done,  and  what  can  work  to  best  meet  the  health  care 
needs  of  the  African  /^ericans  and  other  minority  communities. 

From  my  position  as  a  member  of  the  Labor,  Health  and  Human 
Services,  and  Education  Appropriations  Subcommittee,  and  par- 
ticularly as  chairman  of  the  Congressional  Black  Caucus  Health 
Braintrust,  I  know  that  if  we  listen  and  respond  to  the  experts  in 
the  minority  community  that  we  have  at  our  fingertips  many  of  the 
answers  to  this  critical  problem.  Many  of  these  solutions  are  provi- 
sions under  the  Disadvantaged  Minority  Health  Act.  Thev  were  en- 
acted with  the  input  and  insight  of  those  of  us  who  deal  regularly 
with  these  concerns.  Our  references  were  those  individuals  who 
every  day  are  in  the  trenches,  touching,  healing,  and  treating  the 
medically  indigent. 

Mr.  Chairman,  you  only  have  to  visit  my  own  city  of  Cleveland 
to  see  tie  success  of  the  health  services  for  residents  in  public 
housing  section  of  the  Disadvantaged  Minority  Health  Act.  There 
has  been  such  an  overwhelming  response  to  this  program  that  the 
housing  authorities  cannot  accommodate  the  need.  This  is  in  an 
area  where  only  5  minutes  away  is  another  health  facility.  But  the 
success  of  this  program  is  based  upon  its  being  targeted,  for  the 
first  time,  to  the  area  where  the  imderserved  live — ^in  this  case, 
public  housing. 

I  have  also  been  contacted  by  students  and  faculty  at  institutions 
across  the  Nation  about  their  achievement  in  pursuing  health  pro- 
fessions careers  due  to  the  provisions  in  the  Minority  Health  Act. 
This  would  not  have  happened  without  the  Centers  of  Excellence 
in  Minority  Health.  Undoubtedly,  if  this  Nation  ensures  that  everv 
American  has  access  to  health  care,  we  must  also  ensure  the  avail- 


ability  of  culturally  competent  providers  for  all  minority  popu- 
lations that  are  sicker  and  have  very  unique  needs.  Moreover,  it  is 
these  providers  who  understand  the  cultural,  linguistic,  racial,  edu- 
cational, and  attitudinal  differences  that  impose  special  barriers  to 
effective  delivery  of  health  to  minority  Americans. 

It  is  important,  however,  that  you  and  I,  as  the  original  authors 
of  this  law,  evaluate  and  analyze  its  development,  as  well  as  revise 
and  enhance  it  to  ensure  its  continued  responsiveness  to  improving 
the  health  status  of  minority  Americans.  With  this  in  mind,  Mr. 
Chairman  and  members  of  the  committee,  I  must  express  concerns 
that  relate  directly  to  what  I  consider  to  be  the  original  intent  of 
the  bill— that  is,  this  legislation  is  a  minority  health  bill  and  that 
the  individuals  it  is  intended  to  serve  and  the  institutions  that  are 
recognized  as  Minority  Centers  of  Excellence  are  defined  as  or 
identified  with  racial  and  ethnic  minorities. 

This  specific  issue  is  one  that  I  bring  before  you  today  relative 
to  the  allocation  of  scholarships  and  funding  to  health  professions 
institutions  under  the  Minority  Centers  of  Excellence  title  of  the 
law.  Many  of  the  schools  funded  under  this  title,  in  my  opinion  and 
that  of  much  of  the  minority  community,  have  no  justification  for 
receiving  these  fUnds.  In  fact,  in  some  instances,  this  funding  of 
nonminority  health  professions  programs  represents  a  mockery  of 
the  true  goal  for  which  this  program  was  enacted. 

Mr.  Chairman,  how  is  it  that  a  Howard  University— a  Federally 
recognized  and  chartered  minority  institution,  the  flagship  of  all 
the  historically  black  colleges  and  universities  throughout  the  Na- 
tion—did not  receive  fiinds  under  this  program,  yet  a  Stanford  Uni- 
versity did?  Clearly,  one  must  question  how  this  program  is  being 
carried  out. 

This  is  not  to  say  that  I  do  not  recognize  the  different  and  di- 
verse settings  where  minorities  have  been  trained.  In  fact,  we 
struggled  fVom  the  onset  trying  to  develop  one  clear-cut  criterion 
for  mstitutional  eligibility.  Unfortunately,  the  situation  I  just 
shared  with  you  regarding  the  funding  supports  my  initial  reserva- 
tions and  concerns  with  criteria  and  definitions  in  this  legislation. 
Notwithstanding  another  judicial  challenge  on  this  issue,  I  strongly 
recommend  that  we  revisit  this  issue  in  the  reauthorization  as  a 
migor  focus  of  our  deliberations. 

I  might  just  take  a  moment  to  make  reference  to  the  fact  that 
even  tiie  American  Medical  Association  has  now  recognized  racism 
and  discrimination  in  the  health  care  system.  I  quote  from  their  re- 
port which  said,  "Yet  access  to  basic  medical  care  for  all  of  our  in- 
habitants is  still  not  a  realitv  in  this  country.  There  are  many  rea- 
sons for  this,  not  the  least  of  which  is  longstanding,  systematic,  in- 
stitutionalized racial  discrimination.  Major  studies  of  health  care 
mal-distribution  reinforce  this  statement  with  hard  data,  especially 
with  regard  to  blacks  and  Hispanics."  This,  Mr.  Chairman,  was  the 
American  Medical  Association  speaking  on  this  issue. 

Let  me  also  suggest  that  we  look  closely  at  the  success  of  the  Of- 
fice of  Minority  Health  in  fulfilling  its  mission  throughout  the  De- 
partment of  Health  and  Human  Services.  I  would  recommend  that, 
to  strengthen  our  efforts,  we  establish  offices  of  minority  health  in 
every  one  of  our  Health  and  Human  Services  agency.  I  think  this 
would  help  provide  a  guaranteed  mechanism  for  the  activities  we 
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si4>port  and  the  activities  which  are  basically  carried  out  through 
the  office  that  Dr.  Baquet  heads  up. 

In  closing,  let  me  say  that  I  hope  as  we  work  toward  improving 
the  existing  minority  health  bill  and  to  expand  our  efforts  in  other 
areas  to  improve  the  health  status  of  African  Americans,  Hispanic 
Americans,  Native  Americans,  and  Asian  Americans,  we  address 
the  lull  needs  of  each  group  individually  and  collectively.  The  prob- 
lems are  immense.  They  are  diverse.  Consequently,  there  are  pro- 
S'ams  with  a  longer  history  in  working  to  address  these  concerns, 
thers  are  newer,  and  some  still  have  not  yet  been  implemented. 

We  must  not  make  the  mistake,  however,  of  decimating  pro- 
grams and  projects  in  order  to  establish  others.  What  our  focus 
should  be  is  to  intensify  and  expand  the  Federal  commitment 
programmatically,  in  fiscal  resources,  in  manpower  resources,  and 
in  ful  other  ways,  to  address  all  the  needs  of  each  and  every  group. 

Mr.  Chairman  and  members  of  the  committee,  I  look  forward  to 
working  with  you  and  this  committee  in  terms  of  trying  to  redraft 
and  reauthorize  this  legislation,  which,  as  I  said  earlier,  is  land- 
mark legislation  and  is  extremely  important  today  in  the  context 
of  national  health  care  reform. 

I  thank  you,  Mr.  Chairman,  and  once  again  I  see  we  have  been 
joined  by  nw  distinguished  coUeaeue,  Mr.  Richardson,  who  was  a 
cosponsor  of^this  legislation  and  who  has  been  a  real  leader  in  this 
hefdth  effort.  It  is  a  pleasure  to  be  here  with  him. 

The  Chairman.  Thank  you  very  much.  Congressman  Stokes. 

[The  prepared  statement  of  Mr.  Stokes  appears  in  the  appendix.] 

The  Chairman.  We  will  recognize  Congressman  Richardson.  He 
has  been  a  leader  in  many  activities  of  the  Hispanic  Caucus  includ- 
ing health  care  access  and  domestic  policy  issues.  He  has  also  been 
a  good  friend. 

Congressman,  glad  to  see  you. 

Mr.  Richardson.  Senator,  thank  you  veiy  much  for  inviting  me 
to  testify.  First,  I  would  like  to  pay  tribute  to  you  and  Congress- 
man Stokes  for  your  incredibly  stron|f  efforts  over  the  yean  to  im- 
prove the  health  of  minorities  in  this  country  and  to  your  entire 
committee. 

Mr.  Chairman,  I  would  like  to  insert  my  entire  statement  in  the 
record.  I  would  like  to  summarize.  I  know  you  are  under  time  con- 
straints. 

My  role,  Mr.  Chairman,  ¥dll  be  to  discuss  the  Hispanic  commu- 
nity. Hispanics  in  this  country  are  tiie  racial  and  ethnic  group  least 
likely  to  have  regular  access  to  care,  most  likely  to  be  uninsured, 
and  whose  health  data  has  remained  virtually  uncollected  until  re- 
cent years.  On  the  provider  side,  no  health  professional  group  has 
achieved  Hispanic  population  parity.  While  Hispanics  represent  ap- 
proximately 9  percent  of  the  total  population,  on  4.5  percent  of  phy- 
sicians in  this  country  are  Hispanic.  Of  working  adults,  Hispanics 
are  the  racial  and  ethnic  group  most  lO^ely  to  be  uninsured.  Nearlv 
one-third  of  working  adult  Hispanics  are  uninsured,  compared  with 
21  percent  of  working  adult  Anican  Americans  and  12.8  percent  of 
wondng  wlult  whites.  Certain  diseases,  most  notably  diabetes  and 
AIDS,  stnke  Hispanic  communities  at  disproportionately  high 
rates. 


A  press  conference  was  held  of  a  Hispanic  AIDS  task  force. 
Twenty  percent  of  all  women  with  AIDS  in  this  country  are  His- 
panic and  16  percent  of  all  male  adults.  This  is  almost  double  the 
proportionate  representation  of  Hispanics  in  the  population,  which 
is  approximately  9.6  percent. 

Another  problem,  Mr.  Chairman,  is  the  Federal  response.  The 
Federal  response  to  the  health  needs  of  Hispanics  has  been  seri- 
ously ladung.  Despite  the  good  intentions  of  Congress  in  establish- 
ing health  programs  designed  to  improve  minority  health — and 
Chairman  Stokes  has  been  an  incredibly  effective  leader — ^the  rate 
of  Hispanic  participation  in  many  of  these  programs  leaves  much 
to  be  desired.  Participation  rates  for  Hispanics  in  manv  of  the  pro- 
grams auUiorized  by  the  Disadvantaged  Minority  Health  Improve- 
ment Act  must  be  improved  in  order  to  ensure  equitable  allocation 
of  services  to  all. 

Many  Health  and  Human  Services  programs  intended  to  improve 
minority  healUi  status  and  access  to  care  discriminate  against  His- 
panics by  employing  inappropriate  models  of  health  care.  As  you 
know,  community  health  centers  have  provided  quality  health  care 
to  millions  of  minorities  in  this  country.  However,  in  the  most  re- 
cent round  of  start-up  gprants  for  community  health  centers,  only  4 
of  the  72  grants  awarded  were  given  to  centers  serving  primarily 
Hispanic  populations. 

The  reason  for  the  disparity  lies  in  part  in  the  definition  of  medi- 
cally underserved  areas,  which  determines  areas  which  qualify  for 
community  health  centers.  Medically  underserved  areas  are  cur- 
rently determined  by  a  number  of  factors,  including  the  percent  of 
the  population  above  65  and  the  infant  mortality  rate.  Unfortu- 
nately, these  particular  criteria,  age  and  infant  mortality,  are  inap- 
propriate health  status  indicators  for  Hispanic  population.  The  His- 
panic population  is  significantly  younger  than  the  population  at 
large. 

Mr.  Chairman,  there  is  also  a  lack  of  health  data  regarding  the 
Hispanic  community.  Hispanic  health  care  data  collection  is  a  basic 
public  health  requirement  and  critical  in  determining  appropriate 
frameworks  to  address  the  specific  needs  of  minority  populations. 
Although  legislation  has  established  three  minority  research  initia- 
tives, adequate  funding  has  not  been  appropriated  to  run  all  three 
initiatives  effectively. 

Mr.  Chairman,  there  is  also  a  lack  of  Hispanic  health  care  pro- 
viders. In  fiscal  year  1989,  only  16  percent  of  the  13,000  students 
in  medical  programs  were  Hispanic.  More  recently,  between  June 
and  November  of  1992,  the  Health  Resources  and  Services  Admin- 
istration awarded  $36.5  million  in  training  programs  awards  to  in- 
stitutions targeting  minorities,  and  only  $6  million,  or  16  percent, 
went  to  institutions  tar|^eting  Hispanics. 

Mr.  Chairman,  linguistic  and  cultural  barriers  continue  to  be  a 
m^or  factor  in  access  to  health  care  for  the  Hispanic  community. 
In  the  last  reauthorization,  we  made  linguistically  appropriate 
services  mandatory.  Last  year,  nearly  90  centers  applied  for  special 
fiinds  to  assist  them  meet  the  needs  of  nonEnglish-speaking  cli- 
ents, yet  only  23  centers  were  funded,  13  of  which  were  on  a  one- 
time basis  only. 
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In  addition  to  some  of  the  problems  I  have  outlined,  we  would 
like  to  see  some  kind  of  Hispanic  representation  at  the  staff  level 
within  the  Office  of  Minority  Health. 

Mr.  Chairman,  I  would  like  to  just  conclude  bv  once  again  stress- 
ing the  important  need  for  giving  the  national  health  care  package 
a  minority  component.  We  nave  been  very  fortunate  with  Chair- 
man Stokes  at  uie  Appropriations  Committee  level,  looking  out  in 
the  House  of  Representatives  for  all  minorities.  He  has  been  enor- 
mously generous  in  his  leadership.  And  I  would  hope  that  with 
your  leadership  here  and  this  committee's  leadership  as  we  deal 
with  a  nationfu  health  care  plan — and  we  are  not  talking  about 
quotas:  we  are  not  talking  about  special  funding  requirements.  We 
are  taUdng  about  a  sensitivity  to  the  needs  of  minority  commu- 
nities, and  Chairman  Stokes  and  you,  Mr.  Chairman,  and  this  com- 
mittee hopefully  will  recognize  that.  With  your  previous  records,  we 
are  very  confident  that  these  needs  will  be  addressed. 

I  tiiank  you  very  much. 

[The  prepared  statement  of  Mr.  Richardson  follows:] 

PBBPARED  dTATBMENT  OF  BILL  RICHARDSON 

Mr.  Chairman,  memben  of  the  Committee,  I  appreciate  vour  invitation  to  testify 
before  your  committee  on  the  state  of  Hispanic  health  ana  the  need  for  improving 
the  Federal  response.  As  this  committee  begins  its  woric  on  the  reauthorization  of 
the  Disadvantaged  Nfinority  Health  Improvement  Act,  it  is  essential  that  we  review 
the  current  state  of  Hispanic  health  in  this  country  and  in  particular,  the  conditions 
which  preclude  Hispamcs  fivm  receiving  adequate  care,  including  lack  of  access  to 

Erimaiy  care,  language  ad  cultural  barriers,  lack  of  insurance,  and  insufficient 
ealth  infirastructure  m  Hispanic  communities.  Any  Federal  health  agenda  aimed 
at  serving  minorities  must  be  tailored  to  address  the  unique  profile  of  mspanics  and 
their  health  needs. 

Regrettably,  the  data  on  Hispanic  health  continues  to  paint  a  bleak  picture.  His- 
panics  in  this  country  arc  the  racial/ethnic  group  least  likely  to  have  regular  access 
to  care,  most  likely  to  be  uninsured,  and  whose  health  data  has  remained  virtually 
uncollected  until  recent  years.  On  the  provider  side,  no  health  professional  group 
has  achieved  Hispanic  population  parity.  While  Hispanics  represent  approximatelv 
9  percent  of  the  total  population,  only  4.6  percent  of  physicians  are  Hispanic.  Of 
woricing  adults,  Hispanics  are  the  racial/ethnic  group  most  likely  to  be  uninsured. 
Nearly  one  third  of  working  adult  Hispanics  are  uninsured,  compared  with  21  per- 
cent of  woridng  adult  African-Americans  and  12.8  percent  of  working  adult  whites. 
Certain  diseases — most  notably  diabetes  and  AIDS — strike  Hispanic  communities  at 
disproportionatelv  hi^  rates.  A  press  conference  was  held.  .  .  .  Finally,  the 
ability  of  many  Hispanics  to  access  health  care  sendees  is  further  hampered  by  a 
severe  shortage  of  buingual  providers  and/or  translation  services. 

A  host  of  cultural  and  non-financial  factors  affect  the  appropriateness  and  avail- 
ability of  health  care  for  Hispanics.  In  order  to  improve  health  care  access  and  di- 
mimsn  non-financial  barriers  the  following  health  components  must  be  imi>le- 
mented:  appropriate  outreadi  and  health  education;  community  health  promotion 
and  prevention  efforts;  broad,  early  intervention  services  for  families,  children,  and 
others  with  healUi  care  needs;  sufficient  supply  and  distribution  of  health  care 
workers  to  meet  local  demand;  and  culturally  sensitive  services  and  bilingual/ 
bicultural  health  care  woi^ers. 

Needless  to  say,  the  Federal  response  to  the  health  needs  of  Hispanics  has  been 
seriously  laddng.  Drapite  the  ^ood  mtentions  of  Con^ss  in  establishing  health  pro- 
grams designed  to  improve  mmority  health  and  Chairman  Stokes  .  .  .  the  rate 
of  Hispanic  participation  in  many  of  tliese  programs  leaves  mudi  to  be  desired.  The 
participation  rates  for  Hispanics  in  many  of  the  programs  authorized  by  the  Dis- 
advantaged Minority  Healtn  Improvement  Act  must  be  improved  in  order  to  ensure 
equitid>le  allocation  of  services  to  all  minority  groups,  as  mandated  by  the  Act. 

Many  HealUi  and  Human  Services  programs  intended  to  improve  minority  health 
status  and  access  to  care  are  ineffective  and  discriminate  agamst  Hispanics  by  em- 
ploying inappropriate  models  of  health  care.  As  you  know.  Community  Health  Cen- 
ters have  provicted  quality  health  care  to  millions  of  minorities  in  this  country.  How- 
ever, in  the  most  recent  round  of  startup  grants  for  Community  Health  Centers, 
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only  4  of  the  72  grants  awarded  were  given  to  centers  serving  primarily  Hispanic 
populations. 

The  reason  for  this  disparity  lies,  in  part,  in  the  definition  of  Medically  Under- 
served  Areas  which  determines  areas  which  Qualify  for  Communitv  Health  Centers. 
Medically  Underserved  Areas  are  currently  oetermined  on  a  numoer  of  factors,  in- 
cluding the  percent  of  the  population  above  66  and  the  infant  mortality  rate,  the 
percent  of  the  population  below  poverty,  and  the  rate  of  primary  care  physicians  per 

Sopulation.  Two  of  these  criteria — age  and  infant  mortality — are  inappropriate 
ealth  status  indicators  for  Hispanic  populations.  The  Hispanic  population  is  signifi- 
cantly younger  than  the  poinilation  at  large.  Currently,  the  median  a^  of  Hispanics 
is  26.2,  compared  with  33.8  of  non-Hispanics.  Even  more  stunning  is  the  contrast 
between  Hispanic  infant  mortality  versus  infant  morbidity.  Althou^  rates  of  infant 
mortality  for  Hispanics  are  similar  to  the  rate  of  non-Hispanic  whites,  infant  mor- 
bidity for  Hispamcs  is  poor.  Hispanic  infants  are  less  likely  to  see  a  physician  when 
ill,  less  likely  to  have  access  to  preventive  health  care,  and  more  likely  to  suffer 
from  several  infectious  diseases.  Hispanic  presdiool  chiltben  are  7  times  more  likely 
than  non-Hispanic  white  presdiool  children  to  contract  measles,  and  the  incidence 
of  AIDS  among  Hispanic  diildren  is  7.3  times  greater  than  the  inddenoe  among 
non-Hispanic  white  children.  The  result  has  been  that  Hispanic  communities,  for 
which  morbidity  rather  than  mortality  issues  are  of  greater  concern,  are  under- 
served  by  such  programs. 

I  am  also  concerned  about  the  lack  of  progress  we  have  made  in  Hispanic  health 
data  collection.  Data  is  a  basic  public  health  requirement  and  critical  in  determining 
appropriate  fi-ameworks  to  adoress  the  specific  needs  of  minority  populations.  Al- 
thou^  the  Disadvantaged  Minority  Health  Improvement  Act  established  three  mi- 
nority research  initiatives  within  the  National  Center  for  Health  Statistics,  ade- 
quate funding  has  not  been  appropriated  to  run  all  three  initiatives  effectively. 
While  I  am  pleased  to  see  that  Hispanics  have  been  added  to  the  national  model 
birth  and  death  certificate,  we  need  to  do  much  more  than  know  merely  how  many 
Hispanics  are  bom  and  cUe  in  this  country  eveiy  year.  Basic  data  on  Hispanic  and 
Hispanic  subpopulations  is  almost  non-existent.  Without  such  basic  iniormation. 
Federal  healtn  programs  for  minorities  will  reach  Hispanic  communities  only  spo- 
radically. 

In  order  to  increase  the  access  and  quality  of  care  to  Hispanic  populations,  efforts 
to  attract  more  Hispanics  into  health  care  professions  must  be  strengthened.  Fed- 
eral programs  aimed  at  the  recruitment  of  minorities  into  health  care  professions 
must  be  equitably  allocated  to  all  minority  groups.  The  Health  Careers  Opportunity 
Program  (HCOP),  whkh  provides  funds  to  medical  and  other  health  professions 
schools  for  recruitment  of  oisadvantaged  students  and  pre-professional  school  prepa- 
ration, has  sadly  overlooked  Hispanics.  In  fiscal  year  1989,  only  16  percent  of  the 
13,000  students  in  HCOP  programs  were  Hispanic.  More  recently,  between  June 
and  November  1992,  the  Health  Resources  and  Services  Administration  (HRSA) 
awarded  $36.5  million  in  training  program  awards  to  institutions  tainting  minori- 
ties, and  only  $6  million — or  16  percent — went  to  institutions  targeting  Hispanics. 
Clearly,  improvements  must  be  made  to  these  programs  to  ensure  equitable  partid- 
pation  of  Hispanics  in  minority  health  professions  programs. 

Finally,  linguistic  and  cultural  barriers  continue  to  be  a  major  factor  in  access  to 
health  care  for  Hispanics.  It  is  time  to  recognize  the  need  for  these  essential  serv- 
ices. In  tiie  last  reauthorization  of  the  Community  Health  Center  pn^am,  we  made 
linguistically  appropriate  services  mandatory.  Last  year,  nearly  90  centers  applied 
for  special  ninos  to  assist  them  meet  the  needs  of  non-English  speaking  clients,  yet 
only  23  centers  were  funded,  13  of  which  were  on  a  onetime  only  basis.  The  signifi- 
cant number  of  requests  for  sudi  funding  from  health  centers  indicates  the  mag- 
nitude of  this  problem. 

In  addition  to  these  areas  which  I  have  mentioned,  I  also  wish  to  add  my  strong 
support  for  Hispanic  representation  at  the  staff  level  within  the  Office  of  Minority 
Hedth  (OMH).  I  believe  that  increasing  the  number  of  Hispanics  on  staff  would  in- 
crease sensitivity  within  the  Office  to  Hispanic  health  issues.  I  would  appredate  any 
information  the  committee  could  provide  me  on  the  current  number  of^  Hispanics  in 
OMH,  as  well  as  the  race  and  ethnidty  of  all  persons  hired  during  ine  past  6 
months  for  that  office. 

The  concerns  I  have  mentioned  highlight  the  need  for  serious  reformulation  of 
health  programs  aimed  at  minority  populations,  if  we  are  serious  about  addressing 
the  needs  of  our  Nation's  Hispanic  communities —  which  represent  about  one  in  11 
Americans  than  we  must  move  from  a  minority  model  of  health  care  and  recognize 
the  specific  needs  of  Hispanic  communities  in  our  programs,  data  systems,  and 
funding. 
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The  Chairman.  If  it  is  convenient  for  Dr.  Baquet,  I  thought, 
since  we  have  the  two  Congressmen,  we  might  question  them.  They 
have  other  responsibilities  to  get  back  to.  Then  we  would  hear  from 
Dr.  Baquet,  i£  that  is  agreeable  with  the  members. 

Dr.  Baquet.  Certainly. 

The  Chairman.  Let  me  just  start  with  Mr.  Stokes.  There  has 
been  a  good  deal  of  focus  and  attention  on  ensuring  that  all  chil- 
dren are  immunized.  There  are  numerous  non-financial  barriers 
that  prevent  people  of  color  from  gaining  access  to  needed  health 
services.  How  can  we  remove  the  cultural  and  ling^stic  carriers? 
How  can  we  improve  our  outreach  and  educational  efforts  to  minor- 
ity communities  so  they  will  get  clinical  preventive  services  Uke 
childhood  immunizations? 

Mr.  Stokes.  Yes,  Senator.  I  think  you  have  touched  upon  a  very 
important  element  or  aspect  of  this  whole  minority  health  problem. 
This  is  an  issue  which  I  had  some  extensive  discussion  with  Sec- 
retary Shalala  about  when  she  appeared  before  the  Labor,  Health 
and  Himian  Services,  and  Education  Subcommittee  on  Appropria- 
tions. 

It  just  happened  that  just  before  her  appearance  I  had  been 
doing  a  C-SPAN  program  one  morning  on  health  care,  and  I  was 
receiving  calls  from  around  the  country  from  people  who  were  con- 
testing my  assertion  that  tiiis  was  a  very  real  problem,  particularly 
as  it  related  to  minorities  and  other  children  throughout  the  Na- 
tion. 

So  I  posed  to  her  whether  or  not  this  was,  in  fact,  a  problem,  and 
she  cited  the  same  things  that  you  have  just  cited  in  terms  of  some 
of  the  cultural/linguistic  problems  related  to  this  area  of  health 
care. 

So  I  think  this  is  something  that  we  certainly  ought  to  be  ad- 
dressing in  this  legislation.  It  is,  indeed,  a  national  problem  at  a 
time  when  the  President  has  placed  a  special  emphasis  upon  im- 
munization with  reference  to  all  children  throughout  the  Nation. 

The  Chairman.  There  are  too  many  barriers  that  prevent  our 
children  from  being  properlv  immunized.  There  are  not  enoug^  doc- 
tors, waiting  period  is  too  long  and  States  have  changed  eligibility 
requirements.  There  is  not  the  notification  to  mothers. 

Congressman  Richardson,  I  am  aware  of  the  concerns  that  the 
Federal  definition  of  medically  underserved  areas  and  health  pro- 
fessions shortage  areas  make  areas  with  large  Hispanic  popu- 
lations ineligible  for  Federal 

One  of  the  really  extraordinary  centers  is  the  West  Side  Center 
out  in  LA.  They  don't  qualify  to  be  a  federally  qualified  health  cen- 
ter and  they  have  to  seek  funding  from  other  sources. 

Congressman  Richardson,  are  we  adequately  addressing  the 
health  needs  of  migrant  workers?  Are  we  doing  enough  to  limit  ex- 
posure of  expected  mothers  to  pesticides,  insecticides,  and  herbi- 
cides? 

Mr.  Richardson.  Well,  Mr.  Chairman,  it  is  a  national  disgrace, 
and  you  and  your  family  have  been  leaders  in  that.  I  think  it  is 
just  another  instance  where  a  lot  of  the  Hispanic  population  in  tJiis 
country  is  iust  so  disproportionately  younger,  and  lack  of  access 
and  lack  of  outreach  and  lack  of  information,  language  is  a  prob- 
lem, that  I  think  what  we  need  to  do  is  find  new  criteria.  And  I 
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am  here  to  just  leave  that  up  in  the  best  hands  of  scientists  and 
our  physicians  to  develop  that.  But  targeting  in  that  criteria  should 
be  culturally  relevant  factors. 

I  know  Congressman  Stokes  has  done  that  effectively  in  the  leg- 
islation that  he  has  pushed,  but  as  you  mentioned,  with  farm  work- 
ers, with  imdocumented  workers,  with  young  kinds  at  the  border 
in  general,  we  have  terrible  problems.  I  just  think,  Mr.  Chairman, 
that  we  have  got  to  do  better. 

The  Chairman.  Very  good. 

Senator  Simon. 

Opening  Statement  of  Senator  Simon 

Senator  Simon.  Thank  you.  First  of  all,  my  thanks  to  you,  Mr. 
Chairman,  and  Congressman  Stokes  for  leading  on  this.  I  would 
say  anywhere  with  great  pride  I  served  with  Congressman  Stokes 
and  Congressman  Richardson  in  the  House.  They  have  really  made 
contributions  in  this  area. 

I  regret  I  am  going  to  have  to  leave  for  another  meeting.  I  hope 

to  get  back.  ,  tt  • 

Congressman  Stokes  mentioned  the  fact  that  Howard  University 
gets  no  funding  under  this  while  Stanford  University  does.  I  would 
like  to  have  the  staff  get  for  the  record  what  institutions  are  receiv- 
ing funding  here.  Something  is  wrong.  And  when  Congressman 
Richardson  mentioned  there  is  no  Hispanic  staff  representation  in 
this  program,  I  think  clearly  that  ought  to  be  corrected. 

I  would  be  interested  in  you  and  your  staff,  Congressman  Rich- 
ardson, responding.  It  is  a  little  easier  to  identify  Howard  or 
Meharry  or  Morehouse  than  it  is  institutions  that  serve  primarily 
Hispanics.  But  I  think  clearly  something  isn't  happening  here  that 
ought  to  be  happening. 

I  appreciate  your  leadership  and  your  coming  over  here  and  your 
testimony. 

Mr.  Stokes.  Thank  you.  Senator  Simon,  for  the  observations  you 
have  just  made  and  the  interest  you  have  shown  in  this  area.  May 
I  also  say  that  those  of  us  who  served  with  you  on  the  House  side 
continue  to  remain  proud  of  those  days  that  we  served  with  you 
over  there  and  proud  of  the  service  that  you  are  rendering  on  this 
side  of  the  House.  We  will  certainly  be  glad  to  work  Avith  you,  and 
we  appreciate  your  taking  an  interest  in  these  areas. 

Senator  Simon.  Thank  you.  Thank  you,  Mr.  Chairman. 

The  Chairman.  Senator  Wofford. 

Opening  Statement  of  Senator  Wofford 

Senator  Wofford.  I  want  to  salute  our  leaders  from  the  other 
body  for  their  part  in  the  creation  of  this  legislation.  I  wasn't  here 
at  the  creation  of  this  Act,  and  I  thank  the  chairman,  and  I  am 
sure  Senator  Simon  was  here  at  the  creation. 

I  would  like  my  statement,  prepared  for  this  hearing  to  be  put 
in  the  record,  Mr.  Chairman. 

The  Chairman.  It  will  be  included  and  that  of  Senator  Hatch. 

[The  prepared  statements  of  Senators  Wofford  and  Hatch  follow:] 
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Prepared  Statement  of  Senator  Wofford 

The  Disadvantaged  Minority  and  Health  Improvement  Act  of 
1990  was  landmark  legislation  and  I  salute  Congressman  Stokes 
and  the  Chairman  for  their  leadership  in  this  area. 

Reauthorization  of  this  Act  is  important  for  improving  the  health 
of  minority  groups  nationwide  as  it  serves  as  an  engine  for  training 
the  next  generation  of  minority  health  professionals,  improving  the 
health  data  collected  on  ethnic  and  racial  groups,  and  developing 
critical  community  infrastructure  for  the  provision  of  preventive, 
primary,  and  public  health  services. 

As  we  move  forward  on  health  care  reform,  I  believe  the  Dis- 
advantaged Minority  and  Health  Improvement  Act  should 
strengthen  its  dual  emphasis  on  increasing  the  number  of  minority 
and  msadvantaged  people  in  the  health  and  allied  health  profes- 
sions and  provimng  training  opportunities  for  health  care  providers 
that  are  specific  to  minority  health  issues.  The  programs  author- 
ized under  this  Act  represent  efforts  to  create  a  cadre  of  caregivers 
trained  and  motivated  to  serve  members  of  minority  ^oups  from 
disadvantaged  backgrounds.  In  addition,  this  Act  provides  grants 
that  respond  to  the  needs  of  high  risk  groups  through  such  activi- 
ties as  community  needs  assessments,  pilot  studies  and  coalition 
building.  These  programs  focus  on  issues  including  violence  preven- 
tion and  intervention  and  nutrition  education. 

This  past  March  I  held  a  Committee  on  Labor  and  Human  Re- 
sources Field  Hearing  in  Philadelphia  on  the  role  of  prevention  in 
solving  the  urban  health  crisis.  Dr.  Robert  Ross,  Commissioner  of 
Health  for  the  City  of  Philadelphia  testified  that  we  are  entering 
the  final  major  turning  point  in  public  health  in  this  century,  this 
turning  point  is  known  as  health  promotion,  where  knowledge  of 
what  constitutes  good  health  translates  into  real  and  definitive 
changes  in  behavior.  The  leading  list  of  killers  in  the  United  States 
are  heavily  influenced  by  lifestyle,  for  example,  heart  disease, 
stroke,  cirrhosis,  emphysema,  suicide,  AIDS,  motor  vehicle  acci- 
dent, and  some  cancers  and  are  all  preventable  through  the  adop- 
tion of  healthy  behavior.  Yet,  health  promotion  and  prevention 
have  been  sorely  neglected  by  the  health  care  community,  who  in- 
stead have  focused  on  technological  advancement. 

I  believe  the  Disadvantaged  Minority  and  Health  Improvement 
Act  should  emphasize  essential  elements  for  improving  the  health 
of  our  citizens:  access  to  preventive,  primary  care,  and  pubUc 
health  services.  In  so  doing,  it  will  directly  address  many  of  the 
pressing  health  problems  of  our  era. 

I  look  forward  to  hearing  the  testimony  of  our  witnesses  today 
so  that  we  might  learn  from  the  experiences  of  this  Act  thus  far 
and  to  imderstand  what  we  can  do  to  strengthen  the  Act  in  the 
areas  of  prevention,  primary  care,  and  public  health. 

Prepared  Statement  of  Senator  Hatch 

Mr.  Chairman,  you  have  an  ambitious  agenda  here  this  morning, 
and  I  will  keep  my  remarks  brief  in  deference  to  the  experts  on  mi- 
nority health  issues  who  are  waiting  to  testify. 

First  of  all,  I  want  to  welcome  my  colleagues  from  the  House, 
Representative  Stokes  and  Representative  Richardson,  who  have 
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taken  the  time  from  their  valuable  schedules  to  come  over  and  pro- 
vide us  with  the  benefit  of  their  considerable  input  on  the  issue  of 
minority  health. 

Louis  Stokes,  the  sponsor  of  the  original  authorization,  is  widely 
recognized  as  the  expert  on  minority  health  in  the  House.  His  tire- 
less efforts  to  improve  minority  health  are  unmatched.  His  testi- 
mony here  today  means  a  lot  to  me. 

And,  my  good  friend.  Bill  Richardson,  is  here  to  represent  the  im- 
portant work  of  the  Hispanic  caucus.  His  essential  work,  too, 
should  be  recognized,  and  his  compelling  testimony  is  a  valuable 
addition  to  the  record. 

But,  Mr.  Chairman,  when  all  is  said  and  done,  I  predict  that  the 
success  of  Bill;s  legislative  agenda  will  not  be  measured  against  his 
minority  health  efforts,  although  they  are  considerable.  No,  history 
will  judge  him  favorably  after  his  triumphant  victory  in  securing 
House  passage  of  the  Dietary  Supplement  Health  and  Education 
Act  of  1993! 

And,  I  know  you  are  going  to  work  with  me  to  achieve  the  same 
kind  of  victory  on  the  Senate  side,  Mr.  Chairman. 

All  kidding  aside,  our  legislation  to  bring  a  measure  of  rational- 
ity to  FDA  overregulation  of  the  dietary  supplement  industry  is 
very  important  to  minority  populations,  many  of  whom  have  relied 
for  centuries  on  the  beneficial  and  healing  properties  of  supple- 
ments. 

Mr.  Chairman,  there  is  no  goal  more  important  than  improving 
the  access  of  minority  populations — ^African  American^  Hispanics, 
Asians,  Native  .^nencans,  or  others — to  quality,  affordable  health 
care. 

I  worked  closely  with  Secretary  Shalala's  predecessor,  Lou  Sulli- 
van, on  several  important  minority  health  issues.  Dr.  Sullivan  was 
very  committed  to  advancing  minority  health  interests. 

At  his  request,  I  worked  to  see  that  the  research  set-aside  for  mi- 
nority institutions  was  included  in  the  NIH  bill,  and  with  the 
Chairman's  leadership,  we  retained  it  in  the  conference  agreement. 
This  was  a  small  but  important  step  for  minority  institutions  who 
traditionally  have  not  received  an  adequate  share  of  bricks  and 
mortar  funding.  I  know  that  Representative  Stokes  worked  very 
hard  to  achieve  this  in  the  House  as  well. 

On  another  issue,  Mr.  Chairman,  I  believe  that  one  of  our  later 
witnesses  will  underscore  the  need  for  programs  to  be  developed  in 
a  **culturally  competent"  manner.  This  is  something  we  all  know, 
but  need  to  Keep  in  mind. 

For  example,  last  month,  when  the  committee  was  considering 
legislation,  Senator  Kennedy  and  I  have  drafted  to  require  family 
planning  clinics  to  provide  breast  cancer  screening  and  informa- 
tion. Senator  Bingaman  made  a  very  valuable  addition  to  the  bill. 
He  suggested  we  mandate  that  any  materials  handed  out  at  Title 
X  clinics  be  provided  in  a  manner  most  appropriate  for  the  cultural 
needs  of  the  recipient.  This  was  a  small,  but  important  change,  and 
it  improved  the  bill. 

Although  this  may  be  one  of  the  smaller  reauthorizations  we  con- 
sider this  year  in  terms  of  dollars  and  cents,  it  is  one  of  the  biggest 
in  terms  of  importance.  The  changes  we  make  in  this  authorization 
will  help  thousands  at  so  little  cost. 


69-908  0-93-2 


14 


I  look  forward  to  working  with  ^ou  and  other  members  of  the 
committee  as  we  move  the  reauthorization  through  this  year. 

Senator  Wofford.  One  point  I  was  going  to  make  in  my  state- 
ment came  out  of  a  hearing  we  held,  a  field  hearing,  of  this  com- 
mittee in  Philadelphia  on  flie  role  of  prevention  in  solving  urban 
health  care  problems,  and  Dr.  Ross,  the  head  of  the  PubUc  Health 
Department  in  Philadelphia,  stressed  how  the  migor  killers— heart 
diseases,  strokes,  cirrhosis,  emphysema,  suicide,  AIDS,  motor  vehi- 
cle accidents,  some  cancers — are  all  preventable  throujgh  the  adop- 
tion of  healthy  behavior.  I  would  be  very  interested  in  your  views 
as  to  whether  this  very  good  Act,  which  needs  to  be  reauthorized, 
should  be  strengthened  m  terms  of  how  it  moves  toward  the  pro- 
motion of  healthy  behavior.  And  then  specifically,  to  the  two  of  you, 
to  the  extent  that  you  want  to  respond  at  this  point,  I  am  inter- 
ested both  in  what  we  do  under  the  Act  to  get  more  minority  fac- 
ulty at  Howard  or  elsewhere. 

The  promotion  of  a  faculty  development  program  seems  to  me 

{>art  oi^the  fulfilling  of  the  purpose  of  this  Act.  I  certainly  would 
ike  one  of  my  idma  maters,  Howard,  to  be  getting  a  fair  share  of 

that.  „     . 

Second,  in  the  pipeline,  if  the  number  of  Hispanic/Latino  stu- 
dents is  so  small,  what  do  we  do?  If  you  have  any  additional 
thoughts,  what  could  we  do  with  this  Act  to  get  the  numbers  in 
that  pipeline  of  people  moving  into  careers  in  the  health  sciences, 
healtn  services  increased? 

Mr.  Stokes.  Senator  WoflFord,  if  I  might  respond  first,  we  cer- 
tainly are  very  mudi  concerned  about  both  the  preventive  and  the 
educational  aspects  of  health  care.  We  think  that  the  emphasis  has 
to  be  on  preventive  health  care  if  we  are  to  be  able  to  save  money 
down  the  line  in  terms  of  the  overall  health  care  for  all  Americans. 

A  part  of  it,  of  course,  is  the  behavioral  aspects  and  the  edu- 
cational aspects  staying  in  tune  with  the  preventive  aspects  of 
healtih  care. 

We  have  all  alons  recognized  that  there  is  a  behavioral  aspect  m 
terms  of  some  of  uiese  diseases.  I  am  not  so  sanguine  as  to  the 
statement  that  tdl  can  be  cured  through  the  behavioral  aspect,  but 
we  certainly  know  tiiat  much  of  it  can  be  helped  in  that  respect. 

Now,  in  the  second  capacity,  one  of  the  ways  that  we  have  felt 
all  along— that  is,  Mr.  Richardson  and  I,  along  with  Senator  Ken- 
nedy in  sponsoring  this  legislation — ^is  that  we  must  train  more 
health  professionals.  It  is  for  that  reason  that  we  set  up  the  Cen- 
ters of  ^cellence,  realizing  that  there  are  special  schools  that  have 
speciid  training  and  ability,  and  who  concentrate  on  educating  and 
training  minorities  and,  Uierefore,  have  the  kind  of  expertise  re- 
quired to  try  and  enhance  our  health  provider  field. 

So  this  is  why  this  last  time  in  the  legislation  we  put  emphasis 
on  setting  up  me  Hispanic  Centers  of  Excellence  with  the  realiza- 
tion that  there  is  just  a  dearth  of  health  providers  for  the  Hispanic 
community  also. 

Mr.  Richardson.  I  think  you  have  hit  a  critical  question:  What  do 
we  do  about  it? 

First,  on  the  preventive  side,  no  question.  The  Hispanic  commu- 
nity has  very  high  incidence  of  diabetes,  alcoholism,  AIDS.  Obvi- 
ously, preventive  services,  education,  primary  care,  better  diet  and 
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exercise,  a  lot  of  those  are  also  impeded  by  cultural  factors  that  re- 
quire, I  think,  more  of  a  Federal  response. 

Second,  Congressman  Stokes  has  oeen  very  effective  in  the  Con- 
fess in  ensunng  that  we  target  minority  institutions  to  produce 
Uiose  doctors,  to  produce  ttiose  nealth  professionals. 

One  of  the  problems  has  been,  Senator,  that  while  we  have  a 
very  strong  and  positive  record  in  the  historically  black  institu- 
tions— we  can  target  them;  they  are  dedicated  to  educating  black 
students — we  have  not,  for  instance,  in  this  country  established — 
perhaps  we  shouldn't^-exclusively  Hispanic  institutions,  for  in- 
stance, to  train  physicians.  We  have  maybe  one  or  two  in  the  coun- 
try that  have  a  very  high  proportion  of  Hispanic  students.  So  what 
we  then  do  is  we  estfdbUsh  a  criteria,  say  25  percent,  and  maybe 
this  is  why  Stanford  was  included  in  some  of  the  categories  that 
were  mentioned  in  the  earlier  discussion.  But  we  sincerely  have  to 
mstke  a  more  concerted  effort  to  give  scholarships  to  Hispanic  and 
minority  students,  to  train  more  Hispanic  facultv. 

I  think  these  institutions  have  to  do  more  of  an  active  effort  in 
recruiting,  not  quotas  but  recruiting  and  reaching  out.  The  greatest 
argument  that  I  hear  from  many  of  these  institutions  is,  well,  you 
know,  we  advertised  in  the  paper  and  nobody  came.  You  have  to 
recruit.  You  have  to  make  an  effort.  Then  they  say,  well,  they  have 
to  meet  certain  standards.  While  that  is  important,  a  lot  of  task 
forces  are  set  up,  a  lot  of  task  forces  are  all  over  the  bureaucracy 
on  how  we  can  increase  the  amount  of  assistance  to  minority  stu- 
dents, and  they  produce  a  report  saying  there  is  a  problem.  Then 
the  effort  ends  right  there. 

Senator  Wofford.  And  a  lot  of  pilot  programs  are  started  that 
work,  and  tiien  we  don't  use  the  pilot  to  ignite  the  whole. 
Mr.  Richardson.  That  is  right. 

Senator  Wofford.  Which  is  what  I  thought  a  pilot  was  about. 
I  am  very  much  for  the  Centers  of  Excellence,  none  of  which  is  yet 
funded  in  Pennsylvania,  I  believe. 
Mr.  Stokes.  You  should  do  something  about  that.  [Laughter.] 
The  Chairman.  One  thing  that  we  ought  to  keep  an  eye  on — I 
would  just  invite  the  attention  of  those  that  are  here  and  others — 
is  the  National  Science  Foundation.  In  the  late  70's,  we  developed 
an  outreach  program  in  math  and  science  for  women  and  minori- 
ties. We  have  got  to  get  people,  Hispanics,  blacks,  other  groups,  try 
to  reach  out  to  them  in  terms  of  math  and  science  in  the  grades 
so  that  they  begin  to  develop  the  kinds  of  capabilities  in  those 
crrades 

It  certainly  seems  to  me  that  the  National  Science  Foundation, 
whose  goals  is  to  increase  the  number  of  scientist,  would  be  equally 
supportive  of  increasing  the  number  of  minority  health  profes- 
sionals. I  have  just  asked  my  staff  to  review  what  those  programs 
are.  We  must  do  more.  We  can  not  afford  to  lose  potential  doctors, 
or  nurses  because  minorities  and  women,  drop  out  of  math  and 
science  in  the  8th  or  9th  grades.  We  have  to  try  and  see  what  can 
be  done  to  keep  them  interested.  Perhaps  more  programs  like  the 
Northeast  Science  Enrichment  pro-am. 

I  thank  my  colleagues  for  their  testimony.  I  look  fonvard  to 
working  with  you.  We  have  the  strong  support  of  the  administra- 
tion in  this  program,  so  we  want  to  do  everything  we  possibly  can 
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to  strengthen  it.  We  will  look  forward  to  working  with  my  col- 
leagues. 

Mr.  Stokes.  Thank  you.  Senator. 

Mr.  Richardson.  Thank  you.  Senator. 

The  Chairman.  Dr.  Baquet,  we  are  glad  to  have  you  as  the  clean- 
up hitter  now  on  our  first  panel. 

Dr.  Baquet.  Thank  you.  Good  morning,  Mr.  Chairman,  Senator 
Wofford.  It  is  always  a  pleasure  to  see  you  again,  and  you  also. 
Senator  Wofford. 

I  would  like  to  apologize  in  advance  should  my  voice  be  briefly 
interrupted  by  a  cough  or  raspiness.  I  am  on  the  tail  end  of  a  sum- 
mer cold. 

Thank  you  so  much  for  the  opportunity  to  be  with  you  today  to 
discuss  the  health  needs  of  racial  and  ethnic  minorities  and  the 
poor.  I  am  pleased  to  be  able  to  talk  with  you  about  the  activities 
we  have  undertaken  to  implement  the  Disadvantaged  Minority 
Health  Improvement  Act  of  1990. 

The  Disadvantaged  Minority  Health  Improvement  Act  of  1990 
has  given  us  new  tools  with  which  to  achieve  better  health  for  all. 
The  problems  affecting  racial  and  ethnic  minority  populations  took 
decades  to  create.  Thus,  although  we  have  seen  some  improvement 
in  health  status  indicators  for  each  racial/ethnic  minority  popu- 
lation, these  improvements  have  not  occurred  at  the  same  pace  as 
health  improvements  in  the  majority  population.  Therefore,  there 
is  still  much  more  we  have  to  do. 

The  administration  believes  that  there  are  major  issues  which  we 
must  address,  particularly  in  underserved  communities.  These  in- 
clude assuring  access  to  and  appropriate  use  of  primary  and  pre- 
ventive health  care,  and  assuring  the  availability  of  skilled  and  cul- 
turally competent  health  professionals  working  in  adequate  facili- 
ties. 

The  disproportionate  representation  of  low-income  inner-city  and 
rural  residents,  which  includes  a  high  proportion  of  minorities, 
among  the  uninsured  makes  these  issues  especially  acute.  It  re- 
quires a  shift  from  the  heavy  reliance  on  costly  hospital-based 
care— for  example,  the  frequent  use  of  an  emergency  room  for 
treatment  of  a  routine  sore  throat — shifting  that  heavy  reliance  on 
costly  hospital-based  care  to  preventive  and  primary  care,  including 
a  greater  emphasis  on  health  promotion  and  preventive  services.  It 
requires  a  "consumer  friendly"  health  care  delivery  system,  charac- 
terized by  easy-to-use  enrollment  and  appointment  assistance  pro- 
grams. It  requires  a  culturally  competent  and  sensitive  system. 
And  it  requires,  above  any  guaranteed  benefits  package,  the  provi- 
sion of  enabling  services,  including  translation  services,  extended 
hours  and  extended  days  of  service  delivery,  transportation,  and 

child  care. 

In  order  to  provide  adequate  levels  of  primary  and  preventive 
care,  we  must  address  the  need  for  sufficient  numbers  of  skilled 
health  workers  who  also  possess  appropriate  cultural  and  linguistic 
expertise.  We  must  ensure  adequate  investment  to  improve  health 
care  facilities  and  other  infrastructure  components.  And  we  must 
make  optimal  use  of  alternative  health  care  delivery  sites,  includ- 
ing homeless  shelters,  public  housing,  schools,  and  churches. 
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Because  of  the  unequal  health  status  picture  and  the  multiple 
health  needs,  the  rationale  for  the  Disadvantaged  Minority  Health 
Improvement  Act  is  as  strong  toda^  as  it  was  m  1990.  The  admin- 
istration supports  the  reauthorization  of  the  Act  and  the  programs 
it  created  to  address  long-term  disparities  which  affect  racial  and 
ethnic  minorities. 

Specifically,  the  Act  authorized  the  establishment  of  the  Office  of 
Minority  Heidth,  OHM.  in  order  to  support  efforts  to  improve  the 
health  status  of  individuals  from  disadvantaged  backgrounds.  Ca- 
pacity building  at  the  Federal,  State,  and  local  levels  has  been  a 
primary  concern  of  this  office.  Over  the  past  3  years.  OMH  has 
used  its  authorities  to  award  grants  in  the  areas  of  coalition  build- 
ing, minority  males  to  address  the  often  referred  to  as  endangered 
species,  pla£^ed  by  violence  and  a  plethora  of  social  problems,  and 
grants  in  the  area  of  AIDS/HIV  prevention.  OMH  has  also  estab- 
lished interagency  agreements  to  facilitate  resource  allocation  with- 
in the  PHS  agencies. 

OMH  efforts  have  also  focused  on  regional  and  State  activities. 
We  have  established  a  network  of  minority  health  liaisons  within 
each  of  the  Public  Health  Service  regional  offices.  These  Public 
Health  Uaisons  represent  our  national  office  at  the  local  level  and 
work  closely  with  their  State  and  local,  public  and  private  counter- 
parts, and  directly  with  minority  communities  on  specific  health 
projects.  This  office  provides  technical  assistance  to  States  that  are 
establishing  new  minority  health  programs,  and  we  have  been 
pleased  to  see  the  number  of  State-based  minoritAr  health  entities 
grow  fi-om  4  in  1990  to  25  at  present.  Through  OMH  liaison,  it  can 
also  offer  immediate,  on-site,  direct  technical  assistance  to  commu- 
nity organizations. 

The  Office  of  Minority  Health  has  devoted  considerable  effort  to 
improving  communications  among  all  PHS  agencies.  State  agencies 
and  entities.  Our  OMH  Resource  Center  is  a  key  point  of  contact 
for  the  public  and  private  professional  and  community  organiza- 
tions working  in  minority  health. 

In  addition  to  maintaining  health  information  and  computer 
databases  on  nonFederal  and  Federal  resources,  this  center  pro- 
vides toll-fi'ee  access  to  expert  referrals  and  technical  assistance. 

Another  aspect  of  OMH's  activities  is  its  dedication  to  improving 
outreach  to  each  racial  and  ethnic  minority  group.  We  have  focused 
increased  attention  on  the  health  of  African  Americans,  Asians,  in- 
digenous Pacific  populations — ^including  Native  Hawaiians  and 
American  Samoans — Hispanic  and  Native  Americans,  American  In- 
dians, Alaska  Natives. 

We  recently  convened  a  mini-summit  with  representatives  from 
all  four  m£gor  racial/ethnic  groups  to  review  and  analyze  the  inter- 
pretation of  the  "excess  death"  data  which  vou  presented  in  your 
opening  statement.  This  update  will  identity  health  issues  which 
result  in  preventable  death,  preventable  morbidity,  and  disability 
among  people  of  color,  or  which  adversely  impact  the  quality  of  life 
for  these  communities. 

OMH's  expanding  outreach  activity  is  further  exemplified  by  its 
collaborative  projects,  as  an  example,  on  Hispanic/Latino  health.  In 
1989,  as  so  eloquently  stated  by  you  and  Congressman  Richardson, 
Hispanics  had  the  highest  proportion  of  persons  without  insurance 
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coverage,  31.5  percent;  the  highest  proportion  of  uninsured  below 
the  poverty  level,  41  percent;  and  a  roster  of  critical,  often  prevent- 
able health  issues  and  barriers  that  varies  among  tiie  specific  eth- 
nic siiibgroups  but  includes,  as  you  have  heard,  high  mortality  rates 
or  prevalence  rates  from  HIV/AIDS,  drug-related  causes,  cirrhosis, 
diabetes,  and  infant  mortality  in  specific  sub-populations. 

In  order  to  address  these  critical  areas  of  need,  OMH  has  worked 
closely  with  Hispanic  organizations  to:  first,  convene  a  health  sum- 
mit of  Hispanic  leaders,  whose  recommendations  became  an  impor- 
tant basis  of  the  Surgeon  General's  Hispanic  Health  Initiative; 
next,  provide  the  major  fimding  and  staff  support  for  the  Surgeon 
General's  national  and  regional  Hispanic  health  conferences;  and, 
finally,  support  projects  through  the  National  Coalition  of  Hispanic 
Health  and  Human  Services  Organizations,  COSSMHO,  and  the 
National  Council  of  La  Raza  and  various  health  departments,  to 
improve  provision  of  culturally  competent  services. 

The  final  OMH  activity  I  will  mention  this  morning  is  the  in- 
creasing support  that  the  office  is  devoting  to  bilingual  service  pro- 
vision. In  addition  to  working  with  Latino  organizations  and  popu- 
lations, these  activities  have  included  grant-supported  efforts  for 
each  population;  two  major  projects  with  the  Association  of  Asian 
and  Pacific  Community  Health  Organizations;  and  two  projects 
targeting  Native  Hawaiians.  On  June  1st  of  this  year,  the  office  an- 
nounced a  grant  solicitation  specifically  for  the  purpose  of  support- 
ing community  organizations  working  to  establish  bilingual  serv- 
ices. 

Brief,  the  second  agency  that  has  responsibility  for  implementing 
sections  of  the  Act  is  the  Health  Resources  and  Services  Adminis- 
tration, HRSA,  which  administers  several  programs  directed  to- 
ward the  health  care  needs  of  minorities.  In  addition  to  establish- 
ing an  Office  of  Minority  Health,  the  Disadvantaged  Minority 
Health  Improvement  Act  also  established  several  programs,  which 
you  have  heard  mentioned  by  our  former  speakers,  now  adminis- 
tered by  HRSA.  These  include:  loans  and  scholarships  for  disadvan- 
taged students;  the  Centers  of  Excellence  program,  which  you  have 
heard  about  this  morning;  faculty  loan  repayment;  and  health  serv- 
ices to  residents  of  public  housing;  community  scholarships;  and 
health  services  for  Pacific  Islanders. 

These  authorities  are  scheduled  to  expire  on  September  30,  1993. 
The  administration  is  seeking  reauthorization  of  these  programs 
and  has  included  appropriate  levels  of  funding  for  them  in  the  fis- 
cal year  1994  budget. 

HRSA,  in  addition  to  administering  the  Health  Services  to  Resi- 
dents of  Public  Housing  Program  mentioned  previously  and  Health 
Care  for  the  Homeless  Program,  also  supports  the  community  and 
migrant  health  center  programs,  which  you  are  well  familiar  with. 
These  programs  serve  large  numbers  of  minority  and  disadvan- 
taged populations.  ,    .   . 

In  addition  to  the  authorization  for  two  other  HRSA-admmis- 
tered  minority  health  programs  which  are  scheduled  to  expire  this 
year,  we  are  seeking  reauthorization  for  the  Exceptional  Financial 
Need  Scholarships  and  the  Health  Careers  Opportunity  Program, 
often  referred  to  as  HCOP. 


19 

Finally,  the  third  agency  involved  in  administering  provisions  of 
this  Act  is  the  Centers  for  Disease  Control  and  Prevention,  CDC. 
CDC's  National  Center  for  Health  Statistics,  NCHS,  is  the  Nation's 
principal  health  statistics  agency,  whose  mission  is  to  provide  sta- 
tistical information  that  will  guide  actions  and  policies  to  improve 
the  health  of  the  American  people. 

Data  generated  through  NCHS  has  been  used  to  highlight  the 
health  status  of  racial  and  ethnic  groups  in  the  U.S.,  including  the 
significant  disparities  between  those  communities  and  the  general 
population.  With  the  support  of  this  Act,  NCHS  has  moved  not  only 
to  improved  documentation  of  these  disparities,  but  has  moved  to- 
ward the  identification  of  factors  which  contribute  to  these  dispari- 
ties. ,  ,         - 

Since  enactment  of  this  statute,  NCHS  has  made  a  number  of 
improvements  in  the  national  data  systems  which  enhance  the 
availability  of  minority  health  statistics.  These  improvements  in- 
clude obtaining  more  detailed  subpopulation  data  through  the  Na- 
tional Health  Interview  Survey,  detailed  data  on  birth  and  death 
among  subpopulations  of  Latino  communities,  and  detailed  vital 
statistics  on  individual  subgroups  of  Asian  populations  and  Native 
Hawaiian  and  other  Pacific  communities. 

The  Disadvantaged  Minority  Health  Improvement  Act  has  also 
provided  the  first  opportunity  for  the  National  Center  of  Health 
Statistics  to  support  extramural  research.  Approximately  $1  mil- 
lion was  appropriated  for  the  minority  health  statistics  grant  pro- 
gram in  each  of  the  3  years  for  which  the  program  was  authorized. 
This  was  a  first.  NCHS  has  funded  a  variety  of  organizations  to 
conduct  research  under  this  authority,  and  we  expect  to  see  results 
within  the  next  year. 

We  are  confident  that  this  program  will  make  an  important  con- 
tribution despite  its  Hmited  resources,  and  the  Department  is  re- 
questing that  this  program  be  reauthorized  for  an  additional  3 

years. 

This  concludes  my  opening  statement,  Mr.  Chairman.  Once 
again,  I  thank  you.  Senator  Kennedy— good  to  see  you  again — Sen- 
ator Woiford,  Senator  Simon,  for  the  opportunity  to  join  you  here 
today.  I  will  be  pleased  to  respond  to  any  of  your  questions. 

Thank  you. 

[The  prepared  statement  of  Dr.  Baquet  follows:] 

Prepared  Statement  of  Claudia  R.  Baquet,  M.D.,  M.P.H. 

Good  morning,  Mr.  Chairman  and  other  distinguished  members  of  the  committee. 
Thank  you  for  the  opportunity  to  be  with  you  today  to  discuss  the  health  status 
arid  health  needs  of  individuals  from  underserved  backgrounds,  including  racial 
and  ethnic  minorities  and  the  poor.  I  am  pleased  to  be  able  to  talk  with  you  about 
activities  we  have  undertaken  to  implement  the  Disadvantaged  Minority  Health  Im- 
provement Act  of  1990. 

The  Disadvantaged  Minority  Health  Improvement  Act  of  1990  has  given  us  new 
tools  with  which  to  help  achieve  better  health  for  all.  The  problems  aflecting  racial 
and  ethnic  minority  populations  took  decades  to  create.  As  a  result,  health  status 
improvements  we  have  seen  in  recent  years  in  minority  communities  have  not  oc- 
curred at  the  same  pace  as  health  improvements  in  the  majority  population.  More 
importantly,  there  are  areas  where  little  improvement  has  occurred. 

Health  United  States  1990,  the  Secretary's  annual  report  card  on  health  prepared 
by  the  Centers  for  Disease  Control  and  Prevention's  (CDC's)  National  center  for 
Health  Statistics,  concluded:  1,  whether  the  focus  is  on  mortality,  morbidity,  disabil- 
ity or  the  utilization  of  health  services,  disparities  in  health  status  remain  wide- 
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spread.  Rapid  improvements  in  medical  science  and  in  systems  designed  to  provide 
health  care  services  have  not  benefitted  all  racial  and  ethnic  groups  equally."  This 
conclusion  remains  valid  today. 

The  Administration  believes  that  there  are  major  issues  which  we  must  address 
particularly  in  underserved  communities.  These  include  assuring  access  to  and  ap- 
propriate use  of  primary  and  preventive  care,  and  assuring  the  availability  of  skilled 
and  culturally  competent  health  professionals  working  in  ade(][uate  facilities. 

The  disproportionate  representation  of  low  income,  inner  city  and  rural  residents 
among  the  uninsured  maKes  these  issues  especially  acute.  It  requires  a  shift  from 
heavy  reliance  on  costly  hospital-based  care  (seeking  emergency  room  treatment  for 
a  sore  throat,  for  example)  to  preventive  and  primary  health  care,  including  health 

{)romotion  and  preventive  services.  It  requires  a  "consumer  friendly"  health  care  de- 
ivery  system,  characterized  by  easy  to  use  enrollment  and  appointment  assistance 
programs.  It  requires  a  culturally  competent  and  sensitive  system.  And  it  requires 
eni£ling  services,  such  as  translation  services,  extended  hours/days,  transportation, 
and  diud  care  services. 

Community  and  migrant  health  centers  currently  funded  by  the  Pubbc  Health 
Service  (PHS)  are  examples  of  pron^ams  designed  to  address  multiple  access  bar- 
riers faced  by  minority  populations.  They  form  a  unique,  coordinated  system  of  com- 
prehensive, high  quality  health  care  appropriate  for  a  population  at  risk  for  numer- 
ous and  complex  medical  problems. 

To  provide  adequate  levels  of  primary  health  care  and  preventive  services  through 
systems  for  minority  and  disadvantajged  populations,  we  must  address  the  need  for 
sufficient  numbers  of  culturally  proficient  health  workers  who  possess  the  appro- 
priate expertise  needed  by  the  community.  We  need  incentives  that  will  increase  the 
numbers  of  primary  care  providers,  including  expansion  of  the  National  Health 
Service  Corps.  We  must  ensure  adequate  investment  to  improve  health  care  facili- 
ties and  other  infrastructure  components.  And  we  must  make  optimal  use  of  alter- 
native hesJth  care  delivery  sites,  including  homeless  shelters,  public  housing, 
schools  and  churches. 

Because  of  the  unequal  health  status  picture,  and  these  health  service  needs,  the 
rationale  for  the  Disadvantaged  Minority  Health  Improvement  Act  is  as  strong 
today  as  it  was  in  1990.  The  Administration  supports  the  reauthorization  of  the  Dis- 
advantaged Minority  Health  Improvement  Act  and  the  pro-ams  it  created  to  ad- 
dress long-term  health  disparities  affecting  racial  and  ethmc  minority  populations. 

OFFICE  OF  MINORmr  HEALTH  PROGRAMS 

Specifically,  the  Act  authorized  establishment  of  an  Office  of  Minority  Health  in 
older  to  support  efforts  to  improve  the  health  status  of  individuals  from  disadvan- 
taged backgrounds,  including  racial  and  ethnic  minorities.  Capacity-building  at  Fed- 
eral, State  and  local  levels  has  been  a  primary  concern  of  the  office.  Over  the  past 
3  years,  OMH  has  used  its  authorities  to  award  grants  and  contracts,  to  enter  mto 
interagency  agreements,  and  to  undertake  communications  projects,  in  ways  that 
would  assist  national.  State  and  local  governmental  agencies  and  minority  organiza- 
tions, and  that  involve  individuals  from  minority  communities. 

The  grant  programs  supported  by  the  Ofiice  have  focused  on  change  at  the  com- 
munity level.  Respectively,  Uiese  grants  programs  have  supported  comition-building 
and  related  activities  to  (1)  implement  community  demonstration  projects  (the  com- 
munity coalition  Health  Demonstration  Grant  Program);  (2)  focus  local  action  on  the 
specific  health  and  human  service  needs  of  minority  males  (the  Minority  Male  Con- 
ference, Coalition  Develomnent,  and  Coalition  Demonstration  Project  Grants);  and 
(3)  support  indigenous  HIV  education  and  prevention  efibrts  in  disadvantaged  mi- 
nority communities  (the  HIV  Education  Prevention  Grant  Program). 

Other  OMH  efforts  have  focused  on  regional  and  State  activities.  It  has  estab- 
lished a  network  of  minority  health  liaisons  in  each  Public  Health  Service  Regional 
Office.  These  PHS  liaisons  represent  the  national  office  at  the  local  level  and  work 
closely  ¥dth  their  State  and  local,  public  and  private  counterparts,  and  minority 
communities,  on  minority  health  proiects.  OMH  offers  technical  assistance  to  States 
that  are  establishing  new  minority  health  programs,  and  has  been  pleased  to  see 
the  number  of  State-based  minority  health  entities  grow  from  4  in  1990  to  25  at 
present.  Through  OMH  Uaison,  it  can  also  offer  immediate,  on-site  technical  assist- 
ance to  grantees  and  community  organizations. 

The  Ofiice  of  Minority  Health  has  devoted  considerable  effort  to  improvmg  com- 
munications among  all  of  these  agencies  and  entities.  The  OMH  Resource  Center 
is  a  key  point  of  contact  for  public  and  private  professional  and  community  organi- 
zations woiking  in  minority  health.  Computer  databases  compile  information  on 
non-Federal  and  Federal  minority  health  projects  and  programs,  minority  health 
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statistical  data  sources  throu^out  the  PHS,  Minority  health  resource  experts,  dis- 
ease-speciilc  topics  and  funding  opportunities.  Customized  searches,  video  and  print 
materials,  expert  referrals  and  technical  assistance  can  be  obtained  by  sailing  a  toU- 
free  numbers  and  the  Resource  Center  conducts  exhibits  and  workshops  at  national 
and  regional  conferences. 

Because  of  its  networit  of  grantees,  its  relationships  with  collaborating  Federal, 
State  and  voluntaiy  organizations,  its  resource  center,  and  its  investment  in  com- 
munications technology,  OMH  has  continued  to  build  the  capacity  to  deliver  health 
promotion  and  prevention-related  information  to  a  broad  spectrum  of  professional 
and  consumer  audiences  in  each  racial  and  ethnic  minority  population. 

Another  aspect  of  OMH's  activities  is  its  dedication  to  improving  outreach  to  each 
racial  and  etmiic  minority  population.  OMH  has  helped  focus  increased  attention  on 
the  health  of  the  African  American,  Asian  and  Pacific  Islander,  Hispanic,  and  Na- 
tive American  populations.  OMH  recently  convened  a  mini-summit  with  all  four  ra- 
cial/ethnic groups  to  review  the  analysis  and  interpretation  of  minority  "excess 
deaths"  data  that  will  be  incorporated  in  the  update  of  the  1995  Secretary's  Task 
Force  Report  on  Black  and  Minority  Health.  The  update  will  identify  health  issues 
which  result  in  preventable  death,  morbidity,  and  disability  among  minorities,  or 
which  adversely  impact  the  ouality  of  life  for  each  of  these  groups. 

OMH's  expanding  outreacn  activity  is  further  exemplined  by  its  collaborative 
projects  on  Hispamc/Latino  health.  In  1989,  Hispanics  had  the  hi^est  proportion 
of  persons  without  insurance  coverage  (31.5  percent),  the  highest  proportion  of  unin- 
svured  persons  below  the  poverty  level  (40.5  percent)  and  a  roster  of  critical  health 
issues  that  varies  among  ethnic  subgroups  but  includes  high  mortality  rates  from 
HIV,  drug-related  causes,  ciniiosis,  diabetes  and  infant  mortality  in  specific  sub- 
populations. 

In  order  to  address  those  critical  areas  of  need,  OMH  has  worked  closely  with  His- 
panic oi^ganizations  to: 

— Convene  a  "health  summit"  of  Hispanic  leaders,  whose  recommendations 
became  an  important  basis  of  the  Surgeon  General's  Hispanic  Health  Initiative; 

— Provide  the  mtgor  funding  and  significant  staff  support  for  the  Surgeon 
General's  national  and  regional  Hispanic  health  conferences;  and 

— Support  projects  through  the  National  Coalition  of  Hispanic  Health  and 
Human  Sendees  Oraanizations  (COSSMHO),  the  National  Council  of  La  Raza  and 
(together  with  HRSA)  various  health  departments,  to  improve  provision  of  culturally 
competent  health  services. 

The  final  OMH  activity  I  will  mention  this  morning  is  the  increasing  support  that 
OMH  is  devoting  to  bilin^al  service  provision.  In  addition  to  work  with  HisMnic 
organizations  aM  populations,  these  activities  have  included  grant-supported  eiTorts 
for  each  population;  two  major  projects  with  the  Association  of  Asian  and  Pacific 
Community  Health  Oivanizations;  and  two  projects  targeting  Pacific  Island  popu- 
lations. On  June  1,  OMH.  announced  a  grant  solicitation  specifically  for  the  purpose 
of  supporting  community  organizations  working  to  establish  bilingual  services. 

For  the  coming  year,  the  Administration  has  requested  an  aaditional  $5  million 
for  OMH,  which  would  bring  OMH's  total  budget  to  $25.4  million.  This  $5  million 
would  support: 

— A  health/science  enrichment  program  for  minority  and  disadvantaged  stu- 
dents; 

— cooperative  agreements  with  health  provider  organizations  serving  dis- 
advantaged and  minoritv  communities,  to  help  support  changes  in  the  health  care 
delivery  infrastructure  that  would  be  necessary  to  implement  health  care  reform  in 
health  care  delivery  systems  servicing  minority  communities; 

— Violence  prevention  activities  focused  at  the  community  level; 

— Field-initiated  grants  to  support  small,  community-based,  pilot  projects  in 
minority  health; 

— A  nutrition  education  project  for  low-literacy  ethnic  and  disadvantaged  au- 
diences; and 

— Expansion  of  disease  prevention  and  health  promotion  materials  for  minor- 
ity communities,  including  video  materials. 

HRSA  PROGRAMS 

The  Health  Resources  and  Services  Administration  administers  several  programs 
directed  to  the  health  care  needs  of  minority  popula'cions.  In  addition  to  estabhshing 
the  Office  of  Minority  Health,  the  Disadvantaged  Minority  Health  Improvement  Act 
of  1990  also  est^lished  several  programs  now  administered  by  the  Health  Re- 
sources and  Services  Administration.  Inese  include: 
— Loans  for  Disadvantaged  Students; 
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— Scholarships  for  Disadvantaged  Students; 

— Centers  of  Excellence; 

— ^Faculty  Loan  Repayment; 
f  -^Health  Services  to  Residents  of  Public  Housing; 

— Community  Scholarshii>s;  and 

— Health  Services  for  Pacific  Islanders. 
These  authorities  are  scheduled  to  expire  on  September  30,  1993.  The  Administra- 
t^n  is  seeking  reauthorization  of  these  programs,  and  has  included  appropriate  lev- 
els of  funding  for  them  in  the  fiscal  1994  budget. 

The  Healu  Resources  and  Services  Administration,  in  addition  to  administering 
the  Health  Services  to  Residents  of  Public  Housing  program  listed  above  and  the 
Health  Care  for  the  Homeless  Program,  also  supports  the  community  and  migrant 
health  center  prcnrams.  Throu^  uiese  programs,  comprehensive  primary  care  ca- 
pacity servicing  7.3  million  people  has  been  established  in  areas  that  lack  infim- 
structure.  These  centers  provide  other  health  related  and  social  services  as  well  3nd 
place  a  strong  emphasis  on  case  management.  Of  the  population  served  by  the  com- 
munity and  migrant  health  centers,  *84  percent  are  mmorities,  including  31  percent 
Black,  28  percent  Hispanic,  and  5  percent  Asian  and  other.  Sixty  percent  are  below 
the  established  Federal  poverty  level.  The  Public  Housing  Primary  Care  and  Health 
Care  for  the  Homeless  programs  also  serve  a  primarily  minority  population. 

In  addition,  the  authorizations  for  two  other  HRSA-admimstered  minority  health 
programs  are  scheduled  to  expire  this  year,  and  we  are  seeking  reauthorization  far 
them: 

— ^Exceptional  Financial  Need  Scholarships  and 

— The  Health  Careers  Opportunity  Program. 

CDC/KCHS  PROGRAMS 

The  third  agency  involved  in  administering  provisions  of  the  Disadvantaged  Mi- 
nority Health  Improvement  Act  is  the  Centers  for  Disease  Control  and  Prevention 
(CDC).  CDCs  National  Center  for  Health  statistics  (NCHS)  is  the  Nation's  principal 
health  statistics  agency,  whose  mission  is  to  provide  statistical  information  that  will 
guide  actions  and  policies  to  improve  the  health  of  the  American  people. 

FVom  a  broad  base  of  surveys  and  data  systems,  NCHS  provides  data  essential 
to  understanding  the  dynamics  of  health  and  health  care.  Data  generated  throu^ 
NCHS  systems  have  been  used  to  hi^i^t  the  health  of  racial  and  ethnic  popu- 
lations in  the  United  States,  including  significant  gaps  that  exist  among  various 
population  nt>ups.  With  ihe  support  of  the  Disadvantaged  Minority  Health  Improve- 
ment Act  01  1990,  NCHS  has  moved  not  onlv  to  improve  documentation  of  these 
gaps — ^but  toward  iiiq>n>ving  understanding  of  the  fartors  that  cause  these  dispari- 
ties. 

Since  enactment  of  this  statute,  NCHS  has  made  a  number  of  improvements  in 
national  data  systems  to  enhance  the  availabilitv  of  minority  health  statistics. 
These  improvements  include  obtaining  more  detailed  subpopulation  data  throu^ 
the  National  Health  Interview  Survey  (NHIS),  detailed  data  on  birth  and  death 
among  subpopulations  of  Hispanics  throu^  the  national  vital  statistics  sjrstem,  and 
detailed  vital  statistics  on  individual  suligroups  of  the  Asian/Pacific  Islander  popu- 
lation. NCHS  has  also  developed  new  desi^iu  for  the  NCHS  that,  if  fully  imple- 
mented in  1996,  will  greatly  increase  the  availability  of  minority  statistics. 

The  Disadvantagea  Minority  Health  Improvement  Act  also  provided  the  first  op- 
portunity for  NCI&  to  support  extramural  research.  Grants  were  authorized  for  the 
support  of  special  studies  or  surveys  to  fill  in  gaps  where  national  8urve3rs  cannot 
provide  sufiicient  data;  the  analysis  of  existing  data;  and  research  to  improve  meth- 
ods for  obtaining  information  on  radal  and  ethnic  subpopulations.  Approximately  $1 
million  was  appropriated  for  the  minority  health  statistics  grants  program  in  eadi 
of  the  3  years  for  which  the  program  was  authorized.  NCHS  has  funded  a  variety 
of  organizations  to  conduct  research  under  this  authoritv,  and  we  expect  to  begin 
to  see  results  in  the  next  year.  We  are  confident  that  this  program  wiU  make  an 
important  contribution  despite  its  small  size.  The  Depculment  is  requesting  that 
this  program  be  reauthorized  for  3  additional  years. 

This  concludes  my  opening  statement.  Once  again,  I  thank  you  for  the  opportunity 
to  join  you  today,  and  will  be  pleased  to  answer  questions. 

The  Chairman.  Thank  you  very  much  for  that  overview  that  you 
gave. 

Let  me  ask  you  about  the  collection  of  data  and  statistics.  I  was 
interested.  We  are  really  so  far  behind  on  just  these  disparities. 
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The  figures  I  used  today  are  from  1979  to  1981.  How  do  we  im- 
prove minority  data  collection  and  disease  surveillance? 

Dr.  Baquet.  The  majority  of  health  statistics,  although  far  fi-om 
perfect,  have  been  largely  for — over  history  have  been  collected  for 
nonwhites,  a  category  called  nonwhites,  then  later  for  blacks,  and 
then  very  recently  for  Asian  subgroups  and  Hispanic  subgroups. 

The  problem  has  been,  over  time,  the  statistical  lumping  or  clas- 
sification of  Hispanics  as  one  group  under  "Anglos,"  and  that  has 
set  up  back  in  terms  of  being  able  from  national  surveys  to  identify 
problems,  although  we  have  known  locally  where  there  have  been 
communities  of  Mexican  Americans,  Puerto  Ricans.  Central  Ameri- 
cans. We  note  locally  that  there  have  been  serious  health  problems. 

So  we  are  pleased  that  finally,  partly  because  of  a  ereat  deal  of 
external  support  from  these  communities  and  from  the  authority 
established  by  ttiis  Act,  that  we  have  been  able  to  tease  out  the 
classification  of  Hispanics,  not  lump  them  with  Anglos,  and  look 
specifically  at  Hispanic  siJbpopulations  rather  than  lump  them  to- 
gether as  one  group. 

We  are  also  just  beginning  to  do  that  for  Asian  Americans.  So  we 

are  behind. 

The  Chairman.  It  would  be  useful.  There  are  two  or  three  dif- 
ferent agencies  that  collect  various  materials  on  that,  and  I  would 
be  interested  in  getting  vour  recommendation.  I  suppose  in  some 
areas  there  are  some  prohibitions  in  terms  of  listing  people  by  race 
as  there  is  by  religion  and  other  kinds  of  factors.  That  might  com- 

Elicate  it.  I  know  that  that  may  very  well  be,  but  I  think  it  would 
e  usefal  for  us  to  try  and  find  out  what  that  situation  is,  whether 
those  are  really  the  difficulties  or  whether  it  is  the  lack  of  attention 
and  focus,  whatever  these  questions  are,  because  unless  we  do  have 
that  kind  of  information,  people  just  assume  things  are  going  on 
that  aren't  going  on.  We  ought  to  really  tiy  and  do  better. 

Dr.  Baquet.  You  are  right  on  target.  I  have  concerns,  as  manv 
others  do,  regarding  the  denominators  which  we  often  use  to  cal- 
culate health  statistics;  for  example,  a  mortality  rate  or  an  inci- 
dence rate,  particularly  when  in  a  number  of  tne  underserved  or 
minority  communities  there  is  the  reported  undercounts  of  the  pop- 
ulation, which  would  make  a  rate,  depending  on  how  it  is  cal- 
culated, either  artificially  elevated  or  artificially  low.  So  I  would  be 
pleased  to  look  into  that  and  provide  you  that  information. 

The  Chairman.  That  would  be  very  helpful. 

There  were  earlier  comments  on  the  grants  program  on  the  Cen- 
ters of  Excellence.  How  are  those  grants  made? 

Dr.  Baquet.  That  program  is  administered  out  of  the  Health  Re- 
sources and  Services  Administration,  HRSA.  I  would  be  pleased  to 
obtain  detailed  information  from  them  for  you  and  provide  it  for 
the  record,  particularly  since  a  major  role  of  the  Act  is  to  authorize 
me,  as  Deputy  Assistant  Secretary  for  Minority  Health,  to  have  a 
pivotal  role  in  coordinating  and  allocating  resources  of  other  PHS 
agencies.  So  I  would  be  pleased  to  do  that  and  provide  that  for  you. 

The  Chairman.  We  want  you  to  know  you  have  got  a  friend  up 
here,  and  we  want  to  strengthen  your  ability  to  try  and  work 
through  the  various  agencies  if  you  let  us  know.  I  am  sure  the  Sec- 
retary and  the  President  feel  tne  same  way.  If  we  can  be  of  help 
and  assistance  to  you  in  those  areas,  I  hope  you  will  let  us  know. 


24 

Dr.  Baquet.  Thank  you  very  much,  Senator. 

Senator  Wofford.  Mr.  Chairman,  did  you  make  that  singular  or 
plural?  She  has  a  friend  or  friends? 

The  Chairman.  Friends.  [Laughter.] 

Senator  Wofford.  She  has  a  Tot  of  friends  here. 

I  am  very  impressed  by  your  leadership.  Dr.  Baquet,  and  I  look 
for  a  lot  more  of  it  in  the  years  ahead  in  improving  communication 
and  coordinating  with  Federal  agencies  in  the  other  areas  you 
talked  about. 

Dr.  Baquet.  Thank  you.  Senator. 

Senator  Wofford.  Just  one  question.  Sadly,  for  me,  I  have  to  go 
before  hearing  the  next  panelists,  and  I  will  have  to  read  their 
statements.  I  have  another  commitment. 

Mainstreaming  of  minority  and  disadvantaged  and  low-income 
people  into  a  health  care  system  the  same  as  the  higher-income 
people  in  this  country,  do  you  have  any  comments  about  the  prob- 
lems in  regard  to  the  merging,  the  mainstreaming,  and  what  can 
be  done  to  make  the  results  good  insofar  as  we  move  in  that  direc- 
tion? 

Dr.  Baquet.  In  terms  of  health  care  delivery? 

Senator  Wofford.  Yes. 

Dr.  Baquet.  I  have  quite  a  few  comments  on  that  area,  actually. 

Senator  Wofford.  To  make  the  plans  they  move  into  more  user- 
friendly. 

Dr.  Baquet.  Yes,  yes. 

Senator  Wofford.  And  not  to  have  a  loss  because  of  the  com- 
bination into  one  plan. 

Dr.  Baquet.  Yes.  I  feel  very  strongly  that  attention  given  to  re- 
moving simply  the  financial  barriers  to  access  to  quality  health 
care  is  absolutely  not  enough  when  addressing  the  health  service 
needs  of  minority  and  disadvantaged  populations,  including  the 
poor. 

In  addition  to  providing  access  to  a  service,  there  has  to  be  equal 
attention  and  aggressive  attention  placed  in  that  category  of  activi- 
ties that  I  mentioned,  oflen  referred  to  as  enabling  services. 

This  means  a  different  mind-set,  completely  overhauling  the 
mind-set  with  which  we  have  now  designed,  implemented,  and  de- 
livered health  care  in  this  Nation.  It  means  that  the  health  care 
delivery  system  has  to  be  responsive  to  the  specific  demographi- 
cally  prescribed  population  which  it  serves,  whether  that  is  in  one 
accountable  health  plan,  whether  it  is  a  State-run  health  plan,  etc. 
Ensibling  services  will  increase  the  appropriate  utilization  of  care 
by  minority  citizens  and  the  poor. 

Now,  this  does  not  simply  mean  that  we  need  to  deal  only  with 
provision  of  child  care,  provision  of  transportation,  which  are  ex- 
tremely important,  but  we  must  deal  with  the  adequacy  and  cul- 
tural competency  of  the  provider,  not  just  the  physician  but  the  pri- 
mary care  provider;  so  that  the  system  is  truly  perceived  by  tJie  cli- 
ent as  culturally  appropriate  and  easy  to  access.  Then  vou  will 
have,  again,  this  shift  from  often  heavy  reliance  on  costly  hospital- 
based  care,  such  as  hospital  emergency  rooms  for  simple  things 
that  could  have  been  prevented,  and  you  will  also  have  a  shift  in 
the  late  stage  or  more  advanced  forms  of  diseases,  many  of  which 
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are  preventable,  many  of  which  you  mentioned,  including  cancer, 
from  your  Philadelphia  town  meeting. 

You  will  have  more  people  coming  in  for  preventive  and  primary 
health  services  because  you  have  not  only  educated  the  consumer, 
you  have  redesigned  the  system  to  be  responsive  to  the  consumer. 
So  that  means  redesign  the  system,  something  as  basic  as  extended 
hours,  extended  days,  so  that  the  working  poor  can  get  in,  as  well 
as  redesign  the  system  so  that  the  providers  are  truly  culturally 
competent  and  sensitive. 

Senator  Wofford.  Thank  you  very  much. 

Dr.  Baquet.  Thank  you,  Senator. 

Senator  Wofford.  I  look  forward  to  working  with  you. 

The  Chairman.  That  is  enormously  important.  That  last  com- 
ment is  incredibly  important  as  we  are  developing  the  national 
health  program.  It  is  something  that  Senator  Wofford  and  I  have 
emphasized  time  in  and  time  out  with  the  task  force.  An  insurance 
card  does  not  ensure  health  access  to  quality  health  care  for  people 
of  color.  We  must  ensure  that  the  redesign  system  will  have  cul- 
tural competent  and  sensitive  providers.  I  look  forward  to  your 
input  as  we  develop  the  legislation. 

Thank  you  very  much. 

Dr.  Baquet.  Thank  you.  Senator. 

The  Chairman.  Our  next  panel  will  discuss  education  and  train- 
ing of  minority  health  professionals.  I  would  Uke  to  invite  Ms. 
Stapleton-Roach,  Ms.  Celinnette  Baez,  and  Ms.  Garcia  to  please 
come  up  to  the  witness  table.  .         „     .       , 

Elizabeth  Stapleton-Roach  just  graduated  from  Amherst  Regional 
High  School  in  Amherst,  MA,  and  will  be  attending  Wooster  Col- 
lege in  Wooster,  OH,  in  September. 

Celinnette  Baez  has  just  completed  her  sophomore  year  at  Law- 
rence High  School  and  participated  in  the  Northeast  Science  En- 
richment Program,  University  of  Massachusetts  at  Amherst,  under 
the  direction  of  Donald  St.  Mary  and  Dr.  Rose  Meyers.  The  pro- 
gram encourages  minority  disadvantaged  students  to  pursue  ca- 
reers in  science  and  math.  -  r,  i    ,  t^       t     r^     i. 

Barbara  Garcia  is  the  executive  director  of  Salud  Para  La  uente, 
a  community  cHnic  in  Watsonville,  CA,  serving  the  medically  un- 
derserved  Hispanic  population. 

Celinnette,  would  you  please  start? 

STATEMENTS  OF  CELINNETTE  BAEZ,  STUDENT,  SCIENCE  EN- 
RICHMENT PROGRAM  PARTICIPANT.  LAWRENCE,  MA;  ELIZA- 
BETH STAPLETON-ROACH,  STUDENT,  SCIENCE  ENRICH- 
MENT PROGRAM  PARTICIPANT,  LEVERETT,  MA;  AND  BAR- 
BARA GARCIA,  PRESIDENT  AND  CEO,  SALUD  PARA  LA 
GENTE,  WATSONVILLE,  CA 

Ms.  Baez.  Thank  you.  Mr.  Chairman  and  members  of  the  com- 
mittee, again,  my  name  is  Celinnette  Baez,  and  I  am  from  Law- 
rence, MA. 

While  finishing  the  9th  grade  at  Lawrence  High  School,  my 
science  and  math  teachers  told  me  about  the  Northeast  Science  En- 
richment Program  at  the  University  of  Massachusetts  at  Amherst 
and  suggested  that  I  apply.  I  applied  to  the  program  because  I 
wanted  to  experience  the  way  scientists  work  and  to  learn  about 
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dififerent  science  careers.  This  program  opportunity  expanded  my 
knowledge  about  the  sciences  beyond  what  I  could  have  learned 
through  my  regular  high  school  class  work.  The  program  provided 
advanced  courses  in  biology,  physics,  chemistry,  computer  science, 
language  arts,  as  well  as  hands-on  lab  experiences. 

On  one  of  my  projects,  I  worked  with  inserting  cancer  cells  into 
rats  to  see  if  &ie  cancer  cells  invaded  the  lungs.  Also,  I  went  on 
educational  field  trips.  On  one  of  these  trips,  I  visited  a  research 
boat  called  "EnvirolsJ^"  where  we  studied  marine  life. 

This  program  helped  me  to  discover  that  learning  about  science 
can  be  exciting  and  fun  and  provided  me  with  a  positive  feeling 
that  I  can  do  science. 

Earlier  this  year,  I  visited  my  sister  at  the  University  of  Massa- 
chusetts at  Amherst.  She  had  to  take  a  chemistry  test  on  the  com- 
puter, and  I  went  with  her.  I  read  the  questions  and  learned  I  al- 
ready knew  all  the  answers.  She  said,  "How  did  you  know  this?" 
And  I  told  her  that  I  learned  it  last  summer  in  the  science  pro- 
gram. 

As  part  of  this  program,  I  was  assigned  to  a  mentor  who  has 
been  helpful  in  teaching  me  about  different  science  careers  and 
what  to  expect  in  the  fixture  as  I  continue  my  education.  I  still  con- 
tinue to  have  contact  with  my  mentor. 

Because  I  was  part  of  this  program,  I  have  more  self-confidence. 
In  fact,  as  a  result  of  my  experiences  in  this  program,  I  got  all  A's 
and  a  B  plus  in  school  this  past  year.  In  addition,  I  was  elected  sec- 
retary of  my  class. 

I  am  very  thankful  to  have  been  one  of  the  50  students  who  at- 
tended the  Northeast  Science  Enrichment  Program.  I  also  learned 
a  lot  firom  other  students  firom  different  ethnic  backgrounds. 

Senator  Kennedy,  being  in  this  program  has  provided  me  with  a 
number  of  opportxmities  that  I  would  not  have  otherwise  had.  I 
hope  the  Science  Enrichment  Program  can  be  continued.  By  con- 
tinuing this  program,  other  minority  and  disadvantaged  students 
will  have  the  opportunity  to  have  a  positive  experience  and  expand 
their  science  and  career  interests. 

Thank  you  for  the  opportunity  to  come  here  today  and  share  my 
positive  experiences  with  you. 

The   Chairman.   Very   good.    How   did  you   ever   learn    about 
valences?  I  can  remember  taking  chemistry.  I  could  never  get  that 
formula  up  there  on  that  wall,  and  I  could  never  figure  those 
valences  out.  I  will  have  to  ask  you  afi^r  the  hearing  sometime. 
Ms.  Stapleton-Roach. 

Ms.  Stapleton-Roach.  Good  morning,  Senator  Kennedy.  I  am 
Elizabeth  Stapleton-Roach.  I  am  from  Leverett,  MA,  and  I  recently 
graduated  fi-om  Amherst  Regional  in  Amherst,  MA.  In  the  fall  I 
will  be  going  to  the  College  of  Wooster  in  Ohio. 

In  1990,  I  was  selected  as  a  participant  in  a  pilot  program,  for 
the  Science  Enrichment  Program.  When  I  first  learned  about  the 
program,  I  felt  it  was  provide  a  unique  opportunity  to  expand  on 
my  interest  in  becoming  a  medical  doctor.  I  wanted  to  interact  with 
students  from  diverse  ethnic  backgrounds  who  would  be  attending 
fi*om  across  the  United  States. 
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In  1991,  I  was  invited  back,  along  with  11  other  students,  to 
serve  as  a  student  adviser  to  a  ^oup  of  new  students  who  were 
attending  the  second  year  of  the  pilot. 

The  learning  experience  I  gained  during  these  2  vears  was  un- 
paralleled to  what  can  be  learned  in  high  school  alone.  The  pro- 
gram enhanced  my  academic  learning  ability  because  of  the  higher 
level  of  presentation  in  courses  such  as  biology,  chemistry,  and 
physics.  I  also  had  access  to  nationally  recognized  scientists  and 
scientific-oriented  labs.  This  kind  of  program  promotes  interactive 
learning  and  direct  involvement  with  the  sciences  versus  regular 
high  school  lab  capabilities.  Being  a  student  adviser  provided  me 
with  an  opportunity  to  develop  my  leadership  and  interpersonal 
skills  which  have  been  of  great  value  to  me  throughout  my  high 

school  career.  .... 

I  attribute  my  selection  in  1992  as  a  research  assistant  in  a  mi- 
nority program  at  the  University  of  Massachusetts  to  the  experi- 
ences which  I  gained  through  the  Science  Enrichment  Program.  In 
this  program,  I  performed  preliminary  screenings  of  botanical  ex- 
tracts, inhibiting  the  growth  of  leukemic  and  lychmonial  cells. 

I  cannot  begin  to  adequately  explain  the  immense  personal  bene- 
fit and  encouragement  I  have  gained  by  having  access  to  these  pro- 
grams and  the  direct  link  with  the  scientific  adult  world.  I  have 
gained  a  feeling  of  independence  and  a  very  positive  self-image. 

Senator  Kennedy,  otner  summer  programs  were  inaccessible  to 
me  because  they  were  too  expensive  and  hard  to  get  into.  But  with 
the  monetary  support  provided,  I  was  able  to  attend  the  programs 
I  have  described.  This  opportunity  has  equipped  me  with  the  tools 
and  role  models  necessary  to  maintain  my  interest  in  the  sciences 
ar,d  will  enable  me  to  make  better  career  choices. 

Thank  you  for  the  opportunity  to  speak  today  about  how  I  have 
benefited  fi-om  the  experiences  that  I  have  obtained.  By  allowing 
the  Science  Enrichment  Pro-am  to  continue,  other  students  will 
be  encouraged  to  develop  their  existing  talents  and  interests  in  the 
sciences  and  gain  a  sense  of  achievement. 

Thank  you. 

The  Chairman.  Well,  thank  you  both  for  your  very  interesting 
and  helpful  comments;  encouraging,  certainly,  as  well.  I  hope  ev- 
eryone else  who  has  been  associated  had  the  same  kinds  of  experi- 
ences. 

Let  me  ask,  has  participating  in  the  program  influenced  your  de- 
cision about  what  kind  of  career  you  are  going  to  go  into? 

Ms.  Baez.  Could  you  repeat  that? 

The  Chairman.  Has  the  participation  in  the  program  and  this  ex- 
posure to  science,  chemistry  and  biology,  and  lab  work,  and  the 
people  that  you  have  met  influenced  your  decision  to  be  a  doctor 

or  scientist?  ru-  i 

Ms.  Baez.  Personally,  yes.  I  was  planning  to  go  into  field  of  biol- 
ogy or  engineering,  wnich  is  totally  different,  but  I  don't  know.  I 
like  them. 

This  program  helped  me  find  out  more  about  biology.  I  really 
enjoy  it  now.  And  I  tnink  I  might  be  going  into  that. 

The  Chairman.  What  about  you,  Elizabeth? 

Ms.  Stapleton-Roach.  Ever  since  I  was  a  little  kid,  I  have  al- 
ways wanted  to  be  a  doctor,  like  very  little,  like  5  or  6.  But  the 
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program  also  helped  me.  Having  the  research  experience  made  me 
reahze  that  I  wanted  to  be  in  close  contact  with  people  as  opposed 
to  cells  and  test  tubes. 

The  Chairman.  If  you  are  a  doctor,  you  are  close  to  a  lot  of  peo- 
ple. 

Ms.  Stapleton-Roach.  Yes.  But  the  program  definitely  influ- 
enced my  decisions  as  to  where  I  want  to  go  with  my  professional 
life. 

The  Chairman.  Great.  Well,  that  is  very  helpful. 

Did  you  find  most  of  the  others  involved  in  the  program  had  sort 
of  similar  experiences?  Did  most  of  them  find  that  it  was  pretty 
usefiil  and  worthwhile? 

Ms.  Stapleton-Roach.  Actually,  with  the  friends  that  I  have 
maintained  through  the  program  through  the  years  which  I  have 
been  in  there,  a  lot  of  them  have  found  extremely  helpfiil.  I  know 
that  several  of  my  friends  are  attending  Dartmouth  in  the  fall,  and 
they  are  going  on  to  the  sciences,  also  Howard  University. 

The  Chairman.  That  is  great. 

Ms.  Stapleton-Roach.  I  think  the  program  is  most  important 
because  of  the  educational  aspects,  but  also  it  just  really  gives  you 
a  feeling  of  achievement  which  leads  to  a  really,  like,  high  level  of 
self-worth,  which  is  really  important. 

The  Chairman.  How  did  you  hear  about  it,  Elizabeth? 

Ms.  Stapleton-Roach.  Actually,  my  guidance  counselor  in  9th 
grade  told  me  that  he  thought  that  I  would  excel  in  this  program, 
and  so  I  became  involved  in  the  first  year  of  the  pilot.  I  was  invited 
back  by  Dr.  Baquet,  and  then  in  the  summer  of  1992,  I  applied  for 
a  separate  research  program. 

The  Chairman.  TTiose  guidance  counselors  are  enormously  im- 
portant. You  can  just  see  that.  Very  fine.  Thank  you.  You  have 
been  excellent  witnesses.  We  hope  you  will  stay  with  us  here  for 
a  few  moments. 

Ms.  Garcia. 

Ms.  Garcia.  Good  morning,  Senator  Kennedy.  Thank  you  for  the 
opportunity  this  morning  to  present  the  views  of  the  National  Coa- 
lition of  Hispanic  Health  and  Human  Service  Organizations, 
COSSMHO,  on  the  reauthorization  of  the  Disadvantaged  Minority 
Health  Improvement  Act  with  regard  to  programs  of  the  Hispanic 
Centers  of  Excellence.  My  name  is  Barbara  Garcia,  and  I  am  the 
executive  director  of  Salud  Para  La  Gente,  a  community-based  clin- 
ic in  Watsonville,  CA,  that  provides  primary  care,  health  pro- 
motion, and  disease  prevention  services  to  a  largely  Latino  and  mi- 
grant farm  worker  population.  I  am  here  today  as  an  organiza- 
tional member  of  COSSMHO.  COSSMHO,  celebrating  its  20th  an- 
niversary, represents  the  needs  and  concerns  of  over  1,500  fi-ont- 
line  health  and  human  services  organization  providers  serving  the 
Hispanic  communities.  It  is  the  only  national  organization  Avith  a 
primary  mission  to  improve  the  delivery  of  health  and  human  serv- 
ices to  Hispanic  communities  throughout  the  United  States,  includ- 
ing Puerto  Rico.  As  a  member,  I  am  proud  to  say  that  COSSMHO 
is  the  only  national  Hispanic  organization  with  a  poHcy  of  not  ac- 
cepting fiuids  from  alcohol  or  tobacco  companies,  their  parent  com- 
panies, or  their  subsidiaries. 
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I  am  particularly  pleased  to  have  the  opportunity  to  be  here 
today  to  discuss  the  critical  need  for  health  professionals  in  the 
Hispanic/Latino  community.  As  the  director  of  a  Hispanic  commu- 
niiy-based  health  center,  I  know  firsthand  the  difficulty  of  recruit- 
ing Hispanic  health  professionals  to  meet  the  needs  of  my  commu- 
ni^.  As  an  example  of  this,  over  the  last  10  years  I  have  been  exec- 
utive director  of  Salud,  we  have  had  a  really  hard  time  in  recruit- 
ing Latino  doctors.  In  fact,  we  have  only  had  one  in  the  last  10 
years  that  we  have  been  able  to  recruit,  and  that  is  because  we 
have  not  had  many  that  have  applied. 

I  also  know  the  lack  of  opportunity  Hispanic  students  face  who 
consider  a  career  in  the  health  professions.  The  current  level  of  ef- 
fort to  recruit  and  retain  Hispanic  health  professionals,  provide  for 
communiW-based  training  opportunities,  Euid  foster  the  next  gen- 
eration of  health  professionals  is  greatly  inadequate  compared  to 
the  need. 

One  innovative  approach  which  has  begun  to  address  the  need, 
however,  is  the  Hispanic  Centers  of  Excellence.  The  HCOE  pro- 
gram, established  under  the  Disadvantaged  Minority  Health  Im- 
provement Act  of  1990,  has  refocused  efforts  of  health  professional 
schools  serving  significant  Hispanic  populations  to  improve  the  re- 
cruitment and  retention  of  Hispanic  health  professional  students. 
Nevertheless,  our  experience  during  the  initial  3  years  of  the 
HCOE  program  provides  us  with  two  key  issues  which  need  to  be 
addressed  to  ensure  that  the  progpram  meets  the  original  intent  of 
the  legislation. 

There  is  a  need  to,  one,  broaden  the  authority  of  the  HCOE  pro- 
gram to  allow  for  tiie  establishment  of  consortia  among  health  pro- 
fessional schools,  and,  two,  to  increase  HCOE  pro-ams  which  sup- 
port the  development  of  community-based  training  opportunities 
for  students  of  Hispanic  COE's  and  which  establish  programs  of 
support  for  future  Hispanic  health  professional  students. 

The  current  law  permits  a  school  applying  for  a  Center  of  Excel- 
lence (COE)  grant  as  a  Native  American  COE  to  form  a  consortium 
with  one  or  more  schools  of  medicine,  osteopathic  medicine,  den- 
tistry, pharmacy,  nursing,  allied  health,  or  piiblic  health.  The  other 
schools  participating  in  a  Native  American  COE  consortium  must 
be  part  of  the  same  educational  institution  as  the  school  seeking 
the  grant  or  be  located  not  farther  than  50  miles  from  the  appli- 
cant school.  The  reauthorization  of  the  Hispanic  COE  program 
should  include  similar  language  which  encourages  Hispanic  COE's 
to  develop  consortia  with  other  health  professional  schools  in  their 
region. 

Allowing  Hispanic  COE's  to  form  such  consortia  would  support 
the  original  intent  of  the  legislation  to  establish  a  few  well-funded 
centers  that  will  attract  and  focus  resources  and  expertise  as  well 
as  to  serve  as  a  resource  for  other  health  professional  schools  seek- 
ing to  improve  their  progprams  of  recruitment  and  retention  of  His- 
panic students.  Broadening  the  current  authority  in  the  law  to 
allow  for  the  development  of  Hispanic  consortia  would  support  His- 
panic COE's  in  the  development  of  an  organized  framework  for  re- 
cruitment and  retention  of  Hispanic  health  professional  students 
within  a  specific  geogn^aphical  region  and  across  health  professional 
schools. 
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The  development  of  consortia  would  be  further  strengthened  by 
allowing  for  the  development  of  consortia  not  necessarily  comprised 
of  schools  from  the  same  academic  institution  and  allowing  for  a 
broader  geo^praphic  reach  than  50  miles  from  the  applicant  school. 
By  formalizing  relationships  with  other  professional  schools,  con- 
sortia would  meet  the  intent  of  Uie  legislation  that  Hispanic  COE's 
support  other  health  professional  schools  in  the  development  and 
implementation  of  programs  that  will  recruit  and  retain  Hispanic 
health  professional  students. 

In  addition,  it  will  be  important  to  State  in  reauthorization  lan- 
guage the  development  of  consortia  includes  a  broader  range  of 
health  professional  schools  tJian  are  currently  allowed  to  apply  for 
Hispanic  COE's.  Legislative  lang^uage  authorizing  Hispanic  consor- 
tia should  include  schools  of  nursing,  allied  health,  and  public 
health,  in  addition  to  the  schools  of  medicine,  osteopatnic  medicine, 
dentistry,  and  pharmacy  which  are  currently  eligible  to  be  Hispanic 
COE's. 

Given  our  current  shortage  of  health  professionals  in  under- 
served  Hispanic  communities,  there  is  a  need  to  revisit  the  His- 
panic Centers  of  Excellence  legislation  and  develop  criteria  which 
encourage  HCOE's  to  provide  community-based  training  and  edu- 
cation opportimities.  Under  the  current  law,  specific  funding  cri- 
teria for  Hispanic  COE  grants  are  set  up  addressing  the  areas  of 
student  performance;  student  recruitment;  faculty  recruitment, 
training  and  retention;  information  resources  and  curricula;  and 
faculty  and  student  research.  An  additional  legislative  purpose  for 
the  Hispanic  COE  program  is  needed  governing  community-based 
efforts. 

One  critical  area  of  community-based  efforts  is  the  placement  of 
health  professional  students  from  Hispanic  COE's  in  Hispanic  com- 
munity-based health  facilities.  Such  training  opportimities  would 
provide  needed  additional  support  to  our  community-based  network 
of  care-delivering  services  to  underserved  communities.  These 
training  opportunities  would  also  provide  health  professionals  with 
an  unaerstanding  of  how  to  deliver  services  to  the  underserved 
communities.  The  community-based  placements  may  also  encour- 
age students  to  return  to  such  settings  once  their  professional 
training  is  complete.  In  order  to  support  these  community-based 
placements,  Hispanic  COE's  should  be  mandated  to  include  a  pro- 
gram of  cultural  competency  training  in  their  curricula. 

In  ad(tition  to  placement  of  Hispanic  COE  students  in  commu- 
nity-based training  programs,  there  is  a  need  for  Hispanic  COE's 
to  develop  progprams  of  support  for  future  Hispanic  health  profes- 
sional students.  Such  programs  would  include  mentoring  initiatives 
with  local  colleges  and  junior  high  and  hig^  schools,  support  of 
earlv  science  education  for  students  expressing  an  interest  in 
health  professions,  academic  and  financial  planning  for  students 
interested  in  pursuing  a  career  in  health,  and  programs  which  ex- 
pose students  to  the  hesdth  professions  and  health  professional 
schools.  Such  programs  are  a  logical  extension  of  Hispanic  COE  ac- 
tivities because  they  support  the  development  of  a  pool  of  future 
Hispanic  health  professionals  and  more  effectively  integrate  the 
health  professional  school  into  the  community. 
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Both  of  these  areas  of  initiatives  would  meet  the  intent  of  the 
Hispanic  COE  legislation  to  develop  and  support  Hispanic  health 
professional  students.  It  is  important  that  Hispanic  COE's  ade- 
quately serve  the  needs  of  their  students  as  well  as  the  community 
in  which  they  are  located.  The  programs  would  also  support  the 
need  for  the  development  of  health  professionals  trained  to  deliver 
services  to  underserved  Hispanic  commimities  as  well  as  the  devel- 
opment of  a  pool  of  future  talent  for  the  health  professions. 

Thank  you,  Senator  Kennedy,  for  the  opportunity  to  provide 
COSSMHO's  perspective  on  health  professional  development  and 
the  Centers  of  Excellence  program. 

The  Chairman.  I  think  that  is  a  superb  suggestion,  and  we  will 
try  and  see  if  we  can't  follow  up.  Do  you  think  the  schools  will  be 
interested  in  that? 

Ms.  Garcia.  I  think  the  schools  would  really  encourage  that.  It 
helps  with  the  students  getting  a  real  idea  of  hands-on  and  what 
really  happens  out  in  the  field,  and  that  really  helps  toward  reten- 
tion of  the  students  as  well. 

The  Chairman.  I  couldn't  agree  with  you  more,  and  I  think  that 
is  where  higher  education  has  got  to  go.  We  have  been  trying  with 
the  Community  Service  Progpram  to  tie  their  service  back  into  the 
academic  work.  I  think  that  is  enormously  important,  and  I  think 
that  mentoring,  working  with  the  students  in  the  school,  is  very 
important.  We  are  certainly  going  to  have  that  as  a  feature  of  our 
education  reform  program. 

I  had  the  opportunity  to  visit  the  Dade  County,  FL  school  sys- 
tems when  Mr.  Fernandez  was  the  superintendent  of  schools.  They 
developed  a  mentoring  progpram  for  students  8-  or  9-years-old  that 
showed  an  interest  in  being  teachers.  They  would  bring  them  to  the 
meetings  of  teachers.  They  would  make  it  interesting  for  these 
kids,  by  finding  out  that  many  of  them  would  really  take  an  active 
interest  in  being  teachers. 

There  is  a  lot  that  can  be  done  if  we  just  try  and  offer  some  op- 
portunities, in  this  instance  give  some  financial  incentives  to  en- 
courage those  kinds  of  activities.  I  think  it  is  an  excellent  sugges- 
tion. We  will  follow  up,  and  we  will  need  your  help. 

I  thank  all  of  you  very  much.  I  congratulate  our  students  and 
wish  them  very  well.  Thank  you  very  much. 

Our  final  panel  this  morning  will  discuss  improving  the  health 
of  minorities  through  health  promotion,  disease  prevention,  and 
health  research.  I  would  like  to  invite  Dr.  Hill,  Dr.  Amaro,  Dr.  Bar- 
ber, and  Mr.  Leung  to  please  be  seated. 

Dr.  Hill  is  the  director  of  the  Center  of  American  Indian  and  Mi- 
nority Health,  the  University  of  Minnesota  at  Duluth.  Senator 
Wellstone  could  not  be  here  this  morning  and  requested  that  I 
mention  his  welcome. 

Dr.  Hortensia  Amaro  is  an  associate  professor  of  social  and  be- 
havioral sciences  at  the  Boston  University  School  of  Public  Health, 
a  foimding  member  of  the  Latino  Health  Network,  and  a  member 
of  the  Hispanic  Health  Research  Consortium.  She  has  been  instru- 
mental in  Massachusetts'  efforts  to  improve  health  of  Hispanic 
women  and  children. 
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Dr.  Jesse  Barber  is  the  chief  medical  officer  of  the  Neurosurgery 
Department  at  DC.  General  Hospital  and  past  president  of  the  Na- 
tional Medical  Association. 

Mr.  Leung  is  a  member  of  the  board  of  directors  of  South  Cove 
Community  Health  Center  in  Boston.  Glad  to  see  you  again. 

Let's  start  wiih  Dr.  Hill. 

STATEMENTS  OF  DR.  GERALD  HILL,  DmECTOR,  CENTER  OF 
AMERICAN  INDIAN  AND  MINORnY  HEALTH,  UNIVERSITY  OF 
MINNESOTA-DULUTH  SCHOOL  OF  MEDICINE;  DR. 
HORTENSIA  AMARO,  ASSOCIATE  PROFESSOR  OF  SOCIAL 
AND  BEHAVIORAL  SCIENCES,  BOSTON  UNIVERSITY  SCHOOL 
OF  PUBUC  HEALTH,  HISPANIC  HEALTH  RESEARCH  CON- 
SORTIUM, AND  LATINO  HEALTH  NETWORK,  BOSTON  MA;  DR. 
JESSE  BARBER,  CHIEF  MEDICAL  OFFICER,  NEUROSURGERY 
DEPARTMENT,  DC.  GENERAL  HOSPITAL,  NATIONAL  MEDI- 
CAL ASSOCIATION;  AND  DAVID  LEUNG,  BOARD  OF  DIREC- 
TORS, SOUTH  COVE  COMMUNITY  HEALTH  CENTER,  BOSTON, 
MA,  ASSOCIATION  OF  ASIAN  PACIFIC  COMMUNITY  HEALTH 
ORGANIZATIONS 

Dr.  Hill.  Thank  vou.  Good  morning,  Senator  Kennedy.  I  am  very 
honored  to  testify  before  you  this  morning  regarding  reauthoriza- 
tion of  this  important  Act.  I  also  would  like  to  have  it  known  for 
the  record  I  am  also  tiie  president-elect  of  the  Association  of  Amer- 
ican Indian  Physicians,  and  the  association  is  strongly  in  support 
of  this  Act  as  well.  I  am  also  a  member  of  the  Klama  Tribe  of  Or- 
egon. 

Specifically  today  I  would  like  to  speak  in  relation  to  the  need 
for  American  Indian  health  professionals,  research  and  faculty 
members,  and  how  this  Act  can  and  does  meet  those  needs. 

As  you  know,  Senator,  American  Indian  people  continue  to  suffer 
fi'om  many  of  the  health  problems  at  much  higher  rates  than  other 
citizens  of  the  United  States.  We  still  die  at  a  rate  of  approximately 
40  percent  higher  tJian  U.S.  populations.  American  Indian  people 
continue  to  die  fi'om  tuberculosis  at  5  times  the  rates  of  the  na- 
tional averages,  and  diabetes  at  2.5  times.  Post-neonatal  mortality 
in  our  community  is  up  to  7  times  the  national  average  in  some 
populations.  Fetal  alcohol  syndrome  rates  are  severe,  and  sudden 
miant  death  syndrome  in  some  of  our  Indian  communities  is  among 
the  highest  in  the  world. 

To  put  tJiese  numbers  into  perspective,  we  still  have  33  percent 
of  American  Indian  deaths  occurring  before  the  age  of  45.  This 
compares  with  only  11  percent  of  the  U.S.  general  population  and 
21  percent  of  the  black  population. 

Despite  these  sad  circumstances,  there  continues  to  be  a  severe 
health  manpower  shortage  within  Indian  health.  For  1992,  the  IHS 
projected  a  need  to  recruit  350  physicians  to  provide  for  the  850 
openings  within  the  Indian  Health  Service,  and  approximately  70 
percent  of  these  were  to  be  primary  care  physicians.  This  need  was 
never  met.  Seven  physician  facilities  were  trying  to  function  vath 
four  physicians,  and  other  health  care  needs  were  even  more  se- 
vere. I  am  referring  primarily  to  physicians  because  that  is  where 
most  of  my  knowledge  lies.  However,  the  same  is  true  for  the  other 
health  professions. 
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Many  of  these  facilities  are  functioning  with  physicians  who  are 
just  out  of  residency.  Sometimes  their  training  does  not  even  qual- 
ify them  for  certincation  in  any  specialty.  And  despite  this,  the 
most  senior  phvsician  may  be  only  2  or  3  years  out  of  residency. 

Inexperiencea  physicians  practicing  without  the  benefit  of  senior 
clinicians,  who  are  at  the  same  time  overworked,  out  of  their  own 
cultured  environment,  and  often  long  distances  fi-om  specialty  con- 
sultation, and  working  with  a  population  with  severe  health  prob- 
lems, clearly  does  not  lead  to  an  optimum  health  care  environment. 

From  the  perspective  of  the  Indian  community,  Senator,  doctor 
after  doctor  who  comes  into  the  health  facility  with  little  under- 
standing of  the  culture,  skeptical  of  the  tracutional  healers  who 
kept  these  populations  healthy  for  thousands  of  years,  are  often 
just  putting  in  their  time  to  pay  off  their  scholarship  debt.  The  av- 
erage lengui  of  service  with  the  IHS  remains  only  3  to  4  years  for 
physicians. 

One  Indian  physician  practicing  in  his  or  her  own  communitj^  for 
their  career  would  be  the  equivalent  of  seven  or  more  physicians 
in  tiie  current  health  care  system.  In  my  opinion,  the  only  practical 
means  to  appropriately  meet  the  long-term  health  manpower  needs 
of  American  Indiar:  communities  is  to  recruit  American  Indian  peo- 
ple into  health  careers,  support  their  education  in  Indian  health, 
and  help  them  transition  back  into  their  communities  for  a  career 
of  service  to  Indian  people. 

American  Indian  physicitins  have  been  shown  to  serve  Indian 
people  at  higher  rates  than  other  physicians,  and  despite  this, 
American  Inmans  continue  to  be  the  most  under-represented  of  all 
minority  groups  in  medicine.  The  Association  of  American  Indian 
Physicians  estimates  tiiere  are  still  only  approximately  500  to  600 
American  Indian  physicians  in  the  United  States. 

Let  me  share  witn  you  how  the  HCOP,  particularly  in  the  Cen- 
ters of  Excellence  progn'ani,  will  assist  us  and  have  assisted  us  at 
the  University  of  Minnesota-Duluth  School  of  Medicine.  The  UMD 
School  of  Medicine  has  managed  a  successful  HCOP  program  for 
many  years.  Approximately  20  Indian  people  have  gone  on  to  be- 
come physicians  and  many  others  in  other  health  care  careers  as 
a  result  of  this  program. 

However,  rig^t  now,  the  Centers  of  Excellence  has  been  the  most 
exciting  program  tiiat  we  have  been  affiliated  with.  The  COE  pro- 
gram provides  for  the  first  time  at  any  medical  school  in  the  coun- 
try a  medical  education  designed  to  specifically  meet  the  needs  of 
American  Indian  students  who  wish  to  ultimately  practice  in  In- 
dian communities.  With  the  assistance  of  the  COE  program,  we 
have  developed  and  implemented  an  Indian  health  pathway  within 
the  medical  school  curriculum  at  UMD  and  are  currently  develop- 
ingthe  same  program  at  the  Twin  Cities  Medical  School. 

The  Indian  health  pathway  includes  elements  of  Indian  health 
beginning  in  the  first  year  and  carrying  through  to  the  fourth  year 
of  medical  school.  The  pathway  provides  students  with  a  solid  foun- 
dation in  Indian  health,  an  understanding  of  the  role  of  Western 
medicine  in  the  Indian  communities,  £Uid  puts  a  student  into  the 
network  of  Indian  health  nationwide. 

This  program.  Senator,  has  proven  so  valuable  to  Indian  stu- 
dents that  over  the  last  2  years  applications  of  Indian  students  to 
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the  University  of  Minnesota  Medical  School  has  increased  by  over 
700  percent.  Last  year  11  Indian  students  entered  our  medical 
schools,  and  this  year  9  more  will  enter.  Next  year  we  will  have 
a  total  of  over  30  Indian  medical  students  at  the  University  of  Min- 
nesota. All  will  be  participating  in  the  Indian  health  pathway. 

The  Chairman.  How  have  you  been  so  successful  in  attracting 
Indian  students  to  your  school?  Is  it  additional  financial  assist- 
ance? 

Dr.  Hill.  No.  It  is  the  program,  Senator.  Let  me  put  it 

The  Chairman.  I  will  let  you  finish  and  then  come  back  to  that. 

Dr.  Hill.  I  look  upon  this  as  much  of  my  own  experience.  Most 
of  us  go  to  medical  school,  and  we  are  the  only  Indian  in  our  class. 
I  was  the  only  Indian  in  my  class.  There  was  one  a  year  ahead  of 
me,  one  a  year  behind  me.  We  go  through  wondering  really  how 
this  education  really  relates  to  our  own  communities,  and  there  is 
really  no  opportunity  to  understand  and  try  to  relate  how  much  of 
what  we  are  learning  in  school  really  relates  to  our  Indian  commu- 
nities. 

So  what  we  do  is  the  first  year  of  medical  school,  the  students — 
there  is  a  reservation  nearby,  and  the  students  do  their  clinical 
work  in  their  first  year  at  the  reservation.  They  have  a  chance  to 
kind  of  start  checking  out  what  they  are  learning  in  the  medical 
school  and  how  this  relates  within  the  Indian  community. 

We  have  a  seminar  series  in  Indian  health  because,  for  instance, 
some  diseases — ^for  instance,  fetal  alcohol  syndrome  and  SIDS  and 
other  major  problems  in  Indian  communities — are  not  well  ad- 
dressed in  medical  school.  So  we  have  a  seminar  series  every  6 
weeks  that  the  students  participate  in,  and  we  pick  one  of  these 
topics  and  go  over  it. 

We  also  have  traditional  medicine,  which  is  very  important  in 
our  Indian  communities.  We  have  cross-cultural  medicine  work- 
shops, and  one  of  the  most  important  things  we  have  done,  I  think, 
in  tiie  last  year  is  we  have  developed,  with  the  assistance  of  the 
Division  of  Disadvantaged  Assistance  and  the  Association  of  Amer- 
ican Indian  Physicians,  a  traditional  medicine  clinical  clerkship. 
Students  from  anywhere  in  the  country  can  actually  sign  up  for  a 
clerkship  through  the  University  of  Minnesota.  They  are  placed 
with  one  of  our  Indian  physicians  in  an  Indian  community  who  is 
highly  selected  to  not  only  be  close  with  his  own  culture,  but  also 
to  know  the  traditional  people. 

The  student  can  then  spend  6  weeks  on  a  reservation  setting. 
Ri^t  now  we  do  it  at  Shiprock  Hospital  in  New  Mexico  and  at  the 
Mescalero  Apache  Reservation.  The  student  will  go  spend  that  time 
with  the  physician.  They  will  not  only  work  with  the  physician  or 
talk  aJbout  what  the  cultural  issues  are  in  day-to-day  medical  care 
with  Indian  people,  but  also  have  time  to  spend  with  a  traditional 
person,  with  the  medicine  man,  maybe  gather  herbs,  maybe  partici- 
pate in  ceremonies.  They  also  work  with  the  community  health  rep- 
resentatives and  go  out  in  the  field. 

We  feel  what  we  are  doing  with  this  is  offering  the  student  an 
opportunity  to  really  take  for  the  first  time  a  Western  medical  edu- 
cation and  put  it  in  the  cultural  and  social  context  of  Indian  com- 
munities. And  so  students  are  willing  to  come  from  all  over  the 
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country.  It  is  cold,  as  you  may  know,  in  Duluth,  and  I  came  from 
California  for  that  program.  So  I  am  still  shivering  up  there. 

But  we  have  students  right  now  coming  from  all  States.  We  have 
them  from  the  Southwest,  from  the  Northwest,  several  from  Or- 
egon and  Washington,  from  all  over  the  Midwest,  commg  particu- 
larly for  this  program  because  it  offers  them  what  they  need  in 
medical  education. 

So  these  kinds  of  programs  have  proven  extremely  valuable  to 
the  students,  and  as  I  said,  we  are  now  having  30  of  these  students 
go  through  this  kind  of  program.  In  fact,  what  we  are  able  to  do 
with  our  Centers  of  Excellence  program  has  been  very  encouraging. 

One  of  my  concerns  when  I  came  to  the  University  of  Min- 
nesota—and this  is  actually  why  I  came  to  the  university,  because 
they  were  willing  to  help  develop  this  type  of  program,  and  it  has 
been  funded  now  through  the  Centers  of  Excellence  program— is 
that  we  lose  a  lot  of  our  students.  As  you  know,  idealism  tends  to 
drop  off,  and  I  would  like  to  talk  about  the  life  cycle,  for  instance, 
of  an  Indian  physician.  And  I  am  sure  it  goes  for  other  populations 
as  well.  But  we  begin  in  our  home  States,  on  our  reservations,  in 
our  commvmities,  or  urban  Indian  communities,  and  when  we  go  to 
college,  we  are  forced  to  leave  that  community  to  some  extent.  Also, 
we  are  also  forced  to  enter  a  very  distinctive  nonlndian  cultural  en- 
vironment. That  happens  for  4  years. 

Well,  if  you  want  to  go  into  medicine,  then  it  is  4  more  years  of 
medical  school,  and  that  is  even  farther  away  from  home,  usually, 
and  even  fartfier  away  from  the  community.  Then  you  are  gone  for 
8  years.  After  that,  there  is  residency,  and  so  then  again  you  may 
move  even  farther  away.  So  by  the  time  you  are  finished,  you  have 
spent  at  least  11  years,  and  that  is  for  somebody  who  goes  straight 
through,  and  most  of  our  students  don't. 

So  we  may  have  a  student  who  has  now  spent  15  years  away 
from  their  community,  away  from  their  culture,  and  being  trained 
in  a  totally  nonlndian  environment,  and  then  we  ask  them  to  go 
back  and  serve  in  their  communities,  and  they  haven't  been  trained 
to  do  that.  So  the  idea  of  our  Centers  of  Excellence  program  now 
is  to  be  able  to  keep  these  students  in  contact  with  their  culture, 
in  contact  witii  their  communities,  learn  what  I  think  is  very  im- 
portant for  them,  and  that  is  the  role  of  an  Indian  physician,  which 
is  a  very  special  role  in  an  Indian  community,  and  see  what  it  is 
like  to  be  an  Indian  physician,  so  that  that  idealism  doesn't  drop 
off  as  they  go  through.  ,       ,      ,       . 

One  of  the  things  I  have  said  in  the  past  is  that  by  the  time  an 
Indian  physician  goes  through  their  training,  they  know  more 
about  being  an  orthopedist  downtown  than  they  know  about  being 
an  Indian  physician  in  an  Indian  community.  And  how  are  we 
going  to  get  these  students  to  choose  a  career  they  really  know  very 
little  about?  So  this  puts  them  into  contact.  We  take  them  every 
year  to  our  Indian  physicians'  annual  meeting  so  they  can  meet  In- 
dian physicians  and  see  them. 

Our  cross-cultural  medicine  workshops  we  put  on  not  only  puts 
them  into  the  academic  setting,  but  we  take  them  out  to  the  com- 
munities. They  visit  Taos  Pueblo.  They  go  to  the  Santa  Fe  Indian 
Hospital,  and  they  can  see  what  it  is  like  to  be  an  Indian  physician. 
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Our  initial  evaluation  after  just  2  years  of  Centers  of  Excellence 
funding — ^the  Indian  healdi  pathway  has  been  in  place  for  2  years 
now — ^is  that  we  have  actualfy  had  an  increase  in  the  students  per- 
ception of  their  likeUhood  of  serving  in  an  Indian  community  when 
their  training  is  over.  In  other  words,  we  expect  to  see  a  loss  of  in- 
terest as  time  goes  on  away  from  their  communities,  but  we  are  ac- 
tually seeing  an  increase  in  what  the  students  believe  they  are 
going  to  do  mtimately. 

So,  in  summary,  the  HCOP  and  COE  programs  have  been  ex- 
tremely valuable,  and  let  me  point  out  as  well  that  not  just  at  our 
institution,  but  as  far  as  IncUan  people,  I  look  upon  it  as  being  able 
to  serve  us  in  all  sorts  of  areas.  Our  Association  of  American  In- 
dian Physicians  had  an  HCOP  program  for  18  years,  and  we  had 
pre-admission  workshops,  which  was  the  only  opportuni^  for  these 
Indian  students  to  get  together  and  prepare  themselves  for  applica- 
tion to  medical  school  as  a  gfroup  and  to  interact  with  other  Indian 
ph}rsicians.  We  also  utilize,  for  instance,  I  will  send  students  to  the 
University  of  New  Mexico  to  their  preparation  program  before  med- 
ici  school.  I  have  students  right  now  who  are  from 
postbaccalaureate  programs  funded  by  HCOP  programs  who  were 
not  accepted  at  medical  school  and  went  through  a 
postbaccalaureate  program,  and  then  came  back  in  and  were  ac- 
cepted. 

The  Northwest  Portland  Area  Indian  Health  Board  had  an 
HCOP  program  in  the  past.  So  all  of  these  are  extremely  valuable 
networking  to  ultimately  reach  what  our  goal  is,  which  is  an  Indian 
physician  practicing  in  an  Indian  community. 

The  last  thing  I  want  to  say  is  that  with  the  reauthorization,  as 
we  continue  on,  we  are  hoping  to  be  funded,  and  actually  we  will 
be  forming  a  consortium.  We  nave  been  successful  at  the  Duluth 
Medical  School.  Now  we  are  going  to  the  Twin  Cities  Medical 
School,  and  now  we  are  going  to  be  working  with  the  School  of 
Nursing  and  the  School  of  Public  Health  this  coming  year.  We  plan 
to  not  only  do  more  recruitment  and  retention  of  students  in  those 
areas,  but  we  are  also  moving  into  forming  a  Center  of  American 
Indian  Health  Care  Research,  which  will  include  all  three  of  those 
disciplines  at  the  Twin  Cities  campus,  and  we  will  also  be  working 
on  faculty  development  programs,  both  in  medicine  and  nursing 
and  public  health,  hopefully  being  funded  for  those  programs. 

I  would  be  glad  to  answer  any  further  questions  you  have  after- 
wards, but  I  want  to  strongly  encourage  the  continuation  of  these 
programs.  I  can't  express  how  valuable  they  are  to  developing  our 
ftiture  Indian  physicians.  Thank  you. 

The  Chairman.  Excellent.  We  will  hear  from  the  psmel  and  then 
come  back. 

Dr.  Amaro,  it  is  nice  to  see  you  again. 

Dr.  Amaro.  Thank  you.  Thank  you  for  inviting  me  and  giving  me 
the  opportimity  to  share  with  you  some  of  my  thoughts  on  the  Dis- 
advantaged Minority  Health  Improvement  Act. 

Before  starting,  I  want  to  say  that  I  am  one  of  those  few,  some- 
thing like  less  than  0.1  percent,  Hispanic  women  faculty  in  medical 
school  across  the  United  States,  and  that  it  was  very  encouraging 
for  me  to  see  the  students  here  beforehand,  because  in  my  own 
graduate  education  I  was  supposed  by  a  Federally  funded  fellow- 
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ship  program  that  came  out  of  the  National  Institute  of  Mental 
Health,  which,  unfortunately,  I  believe  is  no  longer  being  funded. 
But  I  tnink  these  kinds  of  programs  are  critical. 

This  legislation,  the  Disadvantaged  Minority  Health  Improve- 
ment Act,  has  been  probably  the  singe  most  effective  piece  of  legis- 
lation targeted  to  improve  the  abiHty  of  national  health  data  sys- 
tems to  provide  policymakers  and  public  health  experts  with  data 
on  the  health  status  of  disadvantaged  ethnic  minorities  in  our 
country. 

Today  I  would  Uke  to  provide  you  with  some  suggestions  on  how 
the  legislation  and  report  language  can  be  made  even  more  effec- 
tive in  meeting  its  original  intent.  I  am  going  to  address  just  two 
issues:  first,  the  continued  lack  of  adequate  health  data  on  His- 

{>anics  fi-om  national  data  systems,  which  you  have  referred  to  ear- 
ier;  and,  second,  the  need  to  support  the  development  of  a  research 
infrastructure  on  Hispanic  healUi. 

Turning  to  the  first  point  on  improving  health  data  on  Hispanics, 
by  the  year  2000,  Hispanics  are  going  to  be  the  largest  ethnic  mi- 
nority group  in  this  Nation.  And  while  the  issue  of  undocumented 
workers  has  received  much  attention  in  the  media,  the  fact  is  that 
the  mtyority,  8dix)ut  72  percent  of  Hispanics  in  this  country,  are 
bom  here  and  are  U.S.  citizens. 

Hispanics  represent  a  rich  mosaic  of  ethnic  origin,  races,  and  po- 
litical orientations.  Hispanic  communities  of  significant  size  are 
found  across  geographic  regions  and  congressional  districts.  While 
there  are  important  demographic  differences  between  Hispanic 
groups  overall,  they  are  over-represented  among  children  and 
youth,  those  with  the  most  limited  economic  resources,  the  under- 
employed, the  unemployed,  and  those  with  no  health  insurance,  as 
has  been  mentioned. 

Since  socioeconomic  status  is  one  of  the  most  important  deter- 
minants of  health  status,  Hispanics'  economically  disadvantaged 
position  has  important  implications  for  the  health  State  and  access 
to  health  care. 

With  the  rapid  growth  evidenced  in  the  Hispanic  population,  the 
absence  of  comprehensive  epidemiological  information  on  Hispanics 
presents  a  serious  limitation  in  the  ability  of  public  health  pro- 
grams and  medical  services  to  respond  to  the  needs  of  an  important 
group  of  Americans. 

Our  recent  review  of  15  national  health  data  systems  revealed 
that  the  majority  have  not  provided  useful  data  on  Hispanics. 

Senator,  in  your  own  statement  at  the  beginning  of  the  hearing, 
you  cited  data  on  the  health  status  of  African  Americans,  and  I  am 
sure  that  you  and  your  staff  noticed  in  preparing  that  statement 
the  lack  of  data  on  Hispanics  and  Asians  and  Pacific  Islanders 
which  would  have  enabled  you  to  cite  more  specific  data  on  those 
groups. 

The  major  problems  have  been  the  following: 

First,  lack  of  uniform  Hispanic  ethnicitv  identifiers.  For  example, 
the  National  Notifiable  Disease  Surveillance  System  for  Vaccine 
Preventable  Diseases  at  the  Centers  for  Disease  Control,  which 
serves  to  maintain  a  signaling  device  for  clusters  of  adverse  events 
following  vaccines,  does  not  collect  racial  or  ethnic  indicators  still. 
The  National  Notifiable  Diseases  Surveillance  System,  which  pro- 
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vides  an  ongoing  weekly  reporting  system  that  determines  the 
prevalence  of  diseases  of  public  concern  for  the  CDC,  codes  eth- 
nicity as  "of  Hispanic  origin"  and  ''not  of  Hispanic  origin,"  without 
specifying  subgroups. 

Generally,  tne  National  Center  for  Health  Statistics  has  im- 
proved greatly  in  the  last  few  years  in  having  Hispanic  ethnicity 
identifiers,  so  that  that  area  is  improving.  My  colleagues  in  traffic 
safety  research  inform  me  that  national  data  systems  on  traffic  ac- 
cidents do  not  collect  data  on  ethnicity  still. 

So  the  first  recommendation  would  be  that  the  Department  of 
Health  and  Human  Services  adopt  uniform  Hispanic  ethnicity  iden- 
tifiers to  be  used  in  all  national  health  data  surveys  and  data  sys- 
tems. Such  ethnicity  codes  should  allow  for  the  breakdown  of  the 
mtgor  Hispanic  groups  as  well  as  groups  that  are  increasingly 
growing  in  size. 

The  second  problem  with  the  national  data  system  has  been  in- 
complete data,  and  this  is  a  serious  problem.  Even  when  appro- 
priate ethnicity  identifiers  have  been  included,  some  serious  prob- 
lems in  the  collection  and  completion  of  such  information  has  ham- 
pered the  usefiilness  of  the  data.  The  most  poignant  example  is  the 
1990  mortality  data  which  exclude  Hispanics  from  New  York  City 
because  more  than  10  percent  of  death  certificates  have  inadequate 
data  for  ethnicity.  The  exclusion  of  Hispanics  from  New  York  City 
represents  a  gross  under-coverage  of  the  Puerto  Rican  population, 
representing  only  like  58  percent  coverage  of  that  population.  Since 
about  half  of  the  deaths  to  Puerto  Ricans  are  accounted  for  by  New 
York  City,  the  mortality  data  for  Hispanics  overall  and  for  Puerto 
Ricans  are  underestimated. 

There  is  a  need  to  train  individuals — and  in  this  case  it  is  typi- 
cally ftmeral  home  staff— who  collect  this  information  on  how  to  do 
this  more  accurately,  and  it  seems  that  we  need  to  do  that  specifi- 
cally more  in  New  York  City  since  that  is  where  there  are  large 
numbers  of  missing  information.  There  is  also  an  urgent  need  to 
improve  the  Hispanic  death  data  by  improving  the  availability  of 
denominator  data  based  on  the  U.S.  Census,  and  I  think  this  was 
mentioned  before,  to  allow  for  calculation  of  death  rates  for  His- 
panics. As  vou  yourself  noted,  some  of  these  data  on  death  rates 
are  very  old.  Death  rates  for  specific  Hispanic  groups  have  not  been 
available  since  1979  to  1981. 

So  the  second  recommendation  is  that  National  vital  records  sys- 
tems, especially  death  certificates,  must  provide  accurate  ethnicity 
information,  and  tJiat  NCHS  should  develop  and  implement  meth- 
ods to  train  fiuieral  home  staff  in  order  to  improve  the  accuracy 
and  completion  of  ethnicity  information  on  death  certificates. 

A  third  msgor  problem— and  I  think  the  one  where  we  really 
need  to  focus  at  fiiis  points— is  the  small  number  of  Hispanics  in 
samples  in  national  studies.  Most  Federal  population-based  health 
surveys  include  Hispanics  only  in  proportion  to  their  population 
size,  so  about  9  percent  or  less  of  the  national  sample.  This  ap- 
proach usually  yields  a  small  sample  size  that  is  too  small  to  allow 
for  meaningful  analysis. 

For  example,  the  National  Health  Interview  Survey  conducted  by 
the  National  Center  for  Health  Statistics,  whose  purpose  is  to  as- 
sess the  health  status  of  noninstitutionalized  populations  in  the 
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U.S.,  completed  a  1990  fielding  where  only  10  percent  of  the  sam- 
ple was  Hispanic.  The  sample  size  does  not  allow  for  detailed  anal- 
ysis by  genaer  and  age  for  each  Hispanic  group.  So,  still,  we  have 
this  problem  at  NCHS. 

Also,  tiie  National  Health  and  Nutrition  Examination  Survey 

The  Chairman.  Is  the  lack  of  data  related  to  State  or  local  prohi- 
bitions or  regulations  against  collecting  data  based  on  race,  eth- 
nicity or  religion? 

Dr.  Amaro.  The  maior  problem  is  the  decision  to  not  over-sample 
this  population,  and  the  major  reason  given  is  the  cost  imphcation, 
that  it  would  cost  more  to  over-sample  a  certain  population. 

The  problem  is  that  I  think  we  really  need  to  look  at  overall 
what  the  costs  are  of  not  having  the  information;  and  also  a  second 
issue  is  that  in  a  lot  of  these  national  data  sets,  there  is  a  lot  of 
information  collected  Uiat  is  never  coded  or  ever  used.  So  I  think 
we  really  need  to  reassess  what  information  we  are  going  to  collect 
in  national  studies,  and  maybe  save  some  money  there  to  spend  on 
over-sampling. 

The  Chairman.  Thank  you  for  clarifying  this  issue. 

Dr.  Amaro.  So  the  National  Health  and  Nutrition  Examination 
Survey,  which  is  the  latest  fielding  of  that,  1988  to  1994,  conducted 
by  NCHS,  for  the  first  time  will  have  a  sufficiently  large  number 
of  Mexican  .^nericans  to  allow  for  detailed  analysis  of  data  on  this 
group.  It  will  not,  however,  provide  useful  information  on  the 
healdi  status  of  Puerto  Ricans.  This  represents  a  significant  omis- 
sion since  Puerto  Ricans  in  the  continental  U.S.  are  the  Hispanic 
gproup  with  the  most  jeopardized  health  status. 

You  probably  know  about  the  study  conducted  by  NCHS  on  the 
health  status  of  Hispanics  between  1982  and  1984,  the  Hispanic 
Health  and  Nutrition  Examination  Survey,  which  apparently  will 
not  be  repeated  again,  leaving  a  msgor  gap  in  information  on  His- 
panic healUi.  That  was  the  decision  taken  at  NCHS,  apparently. 

Similarly,  national  data  systems  that  provide  information  on 
child  and  maternal  health  have  been  relatively  uninformative  in 
the  health  problems  of  Hispanics. 

Finally,  and  I  think  most  importantly,  in  terms  of  the  national 
initiatives  on  health  care,  the  major  data  systems  for  assessing  ex- 
penditure on  health  care  and  health  insurance  coverage  also  have 
small  samples  of  Hispanics  and  yield  very  limited  data  on  Hispanic 
subgroups.  Because  there  are  critical  questions  that  need  to  be  an- 
swered regarding  die  level  and  the  patterns  of  health  care  utiliza- 
tion among  Hispanics,  the  hmitations  of  data  systems  that  provide 
information  on  health  care  utilization  and  access  are  especially  im- 
portant. Making  these  data  systems  more  useful  for  informing 
needth  utilization  among  Hispanics  is  especially  critical  as  we  face 
the  implementation  of  a  national  health  care  system. 

So  a  third  recommendation  here  would  be  that  the  Department 
of  Health  and  Human  Services  develop  and  implement  clear  and 
consistent  policies  for  over-sampling  of  Hispanic  subgroups  in  all 
migor  health  surveys  and  health  studies,  and  also  develop  policies 
for  conducting  specialized  studies  on  health  problems  affecting  His- 
panics. 

I  should  say  that  many  of  the  issues  that  I  am  bringing  up  re- 
garding the  lack  of  data  for  Hispanics  and  some  of  uie  rec- 
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ommendations  apply  equally  well  tx)  the  Asian  and  Pacific  Islander 
groups. 

Then  the  second  point,  the  need  to  develop  a  Hispanic  health  re- 
search infrastructure.  Unlike  the  African  American  community  sys- 
tem of  traditionally  black  colleges  and  universities,  the  Hispanic 
community  in  the  united  States  has  not  benefited  from  a  similar 
infrastructure  tihat  can  train  scientists  and  support  health  re- 
searchers. Congiessman  Richardson  spoke  to  this  issue.  The  lack 
of  such  an  infrastructure  has  hampered  efforts  to  establish  a  sus- 
tained and  long-term  effort  in  Hispanic  health  research  and  train- 
ing. 

In  part,  the  intent  of  the  1990  Disadvantaged  Minority  Health 
Improvement  Act  report  lang[uage  was  to  direct  funds  for  building 
the  research  infrastructure  in  Hispanic  and  Asian  communities, 
both  of  which  do  not  have  academically  based  research  infrastruc- 
tures. The  report  language  for  section  7  of  the  Act  noted  that:  "In 
awarding  grants,  the  Secretary  should  pay  special  attention  to  the 
capabilities  of  existing  national  groups  such  as  the  Hispanic  Health 
Research  Consortium  and  the  Asian  American  Health  Forum." 

Based  on  this  recommendation,  in  1991  NCHS  awarded  grants  to 
the  National  Coalition  of  Hispanic  Health  and  Human  Services  Or- 
ganization and  the  Asian  American  Health  Forum.  The  Hispanic 
Health  Research  Consortium  developed  and  implemented  an  effec- 
tive model  which  not  only  funded  research  teams  nationally,  but 
also  provided  mentoring  relationships  between  senior  and  junior 
faculty,  training  opportunities  for  doctoral  and  undergraduate  stu- 
dents, and  a  national  network  of  Hispanic  health  researchers. 

However,  in  fiscal  years  1992  and  1993,  NCHS  disregarded  the 
report  language  recommendation  and  instead  developed  an  intra- 
mural research  program,  which  we  heard  in  the  first  panel  called 
the  Minority  Health  Improvement  Program,  and  awarded  grants  to 
independent  investigators  rather  than  to  national  health  organiza- 
tions. Such  use  of  the  funds  does  not  respond  to  the  recognized  im- 
portance of  not  only  conducting  research  activities  but  also  support- 
ing infrastructure  development  through  existing  organizations 
within  tiie  Hispanic  community. 

My  last  recommendation  is  that  the  Disadvantaged  Minority 
Health  Improvement  Act  should  explicitly  provide  funding  for  de- 
veloping research  infrastructure  ana  building  capacity  for  research 
within  national  Hispanic  health  organizations. 

I  hope  that  these  su^estions  and  my  thoughts  are  helpful.  There 
are  other  suggestions  in  my  written  testimony,  which  I  submit  for 
consideration. 

The  Chairman.  Fine.  You  might  take  a  look,  the  whole  panel,  at 
those  NIH  broad  categories  of  research  into  the  various  issues  af- 
fecting minority  populations.  Maybe  you  have  already  done  that, 
but  ihe  staff  will  make  it  available  to  you.  You  might  have  some 
reaction  to  some  of  that  since  you  referenced  research. 

Dr.  ,^^IAR0.  Yes.  I  would  be  happy  to  look  at  it. 

The  Chairman.  Good. 

[The  prepared  statement  of  Dr.  Amaro  appears  in  the  appendix.] 

The  Chairman.  Dr.  Barber. 

Dr.  Barber.  Thank  you,  Mr.  Chairman.  I  am  Jesse  Barber,  and 
I  am  the  chief  medical  officer  in  neurosurgery  at  DC.  General  Hos- 
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pital.  I  am  also  a  retired  professor  of  neurosurgery  and  social  medi- 
cine at  Howard  University  College  of  Medicine.  In  addition,  I  am 
Chair  of  the  Council  on  Medical  Legislation  and  past  president  of 
the  National  Medical  Association.  I  belong  to  several  organizations, 
but  I  am  particuJarly  proud  of  being  a  member  of  the  Advisory 
Council  of  the  National  Health  Service  Corps  for  the  past  3  years, 
which  is  particularly  helpful  to  me  in  this  testimony  on  this  bill. 

I  want  to  thank  you  for  the  opportunity  for  allowing  me  to 
present  the  views  of  me  National  Medical  Association  on  one  of  the 
most  important  pieces  of  legislation  before  the  Senate:  the  reau- 
thorization of  the  Disadvantaged  Minority  Health  Improvement  Act 
of  1993.  Dr.  Richard  Butcher,  the  president  of  the  National  Medical 
Association,  regrets  his  inability  to  be  here  tod^.  This  is  particu- 
larly true  because  he  is  a  family  practitioner  and  has  recently  con- 
vened a  summit  of  African  American  organizations  to  provide  sug- 
gestions concerning  health  care  reform,  and,  incidentally,  had  a 
combined  meeting  with  groups  of  Hispanics  and  Asian  Americans 
in  review  of  the  Clinton  transition  task  force  reports.  And  we  are 
proud  of  that. 

This  legislation  would  continue  to  support  the  service  delivery 
and  research  studies  of  the  Office  of  Minority  Health.  The  NMA  is 
the  oldest  minority  health  professional  organization  in  the  United 
States,  and  it  consists  of  over  16,000  African  American  and  other 
minority  physicians,  and  a  smattering  of  Caucasian  physicians  as 
well. 

Most  of  our  physicians  are  African  American  and  serve  minority 
patients  in  both  inner-city  and  rural  communities  throughout  the 
United  States.  The  NMA  supports  the  hard  work  of  the  Office  of 
Minority  Health  and  the  new  initiatives  in  this  bill  which  are  de- 
signed to  improve  the  health  of  African  Americans,  minorities,  and 
other  disadvantaged  and  poor  Americans. 

The  education  and  training  component:  Over  the  years,  the  NMA 
has  worked  with  tiie  Office  of  Minority  Health  in  a  number  of  edu- 
cational programs  that  are  designed  to  assist  underserved  Ameri- 
cans to  place  health  at  a  higher  level  in  their  lives.  The  new  posi- 
tions contained  in  the  reauthorization  bill  would  greatly  strengthen 
the  role  of  the  Office  of  Minority  Health  and  help  establish  support 
for  similar  offices  at  the  State  level.  We  also  support  efforts  on  the 
part  of  this  office  to  establish  grant  programs  to  improve  primary 
health  care  in  public  housing  developments,  and  expand  education 
and  research  efforts  into  diseases  which  strike  disadvantaged  and 
minority  Americans. 

The  National  Medical  Association  is  greatly  supportive  of  efforts 
on  the  part  of  this  legislation  which  provide  Federal  contributions 
to  student  loan  programs  at  schools  which  actively  recniit  dis- 
advantaged and  minority  students.  We  feel  this  provision  in  the 
law  allows  more  minority  and  disadvantaged  students  access  to  fi- 
nancial support  to  enter  the  health  professions  and  supports  com- 
munity scholarships  as  well  as  Health  Career  Opportunity  Pro- 
grams. 

Health  promotion  and  disease  prevention:  We  all  recognize  that 
the  new  provisions  of  tiie  reauthorization  of  the  bill  in  expanding 
the  role  of  health  promotion  and  disease  prevention  is  very  impor- 
tant. The  concepts  of  health  promotion  and  disease  prevention  are 
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becoming  institutionalized  in  medicine  and  are  highlighted  in  the 
summit  report.  The  NMA  recognizes  that  many  health  problems 
which  affect  African  Americans  can  be  reduced  if  more  emphasis 
were  placed  on  health  promotion,  health  protection,  and  preventive 
service  issues. 

For  example,  we  feel  that  four  of  the  most  critical  factors  are, 
one,  to  expand  physical  activity  and  fitness. 

No.  2,  nutrition.  Since  dietary  factors  are  associated  with  five  of 
the  leading  causes  of  death  in  the  African  American  commvmity, 
improved  eating  patterns  may  shape  long-term  health  prospects 
more  than  any  other  choice,  other  than  that  of  the  use  of  tobacco 
and  alcohol.  'Hie  NMA  believes  that  new  initiatives  on  the  part  of 
OMH  must  place  greater  attention  on  nutritional  deficiencies  in  the 
African  American  community,  with  emphasis  to  be  placed  on 
school,  work  site,  and  primary  care  providers  for  nutritional  prac- 
tices. 

No.  3,  anti-smoking  efforts.  The  NMA  believes  that  tobacco  use 
is  the  single  most  important  avoidable  cause  of  death  in  the  United 
States.  OMH,  under  the  new  initiatives,  should  place  greater  atten- 
tion to  efforts  of  reducing  cigarette  smoking  on  the  part  of  the  Afri- 
can American  community  in  an  effort  to  reduce  lung  cancer  and 
chronic  lung  disease  deaths,  and  smoking  cessation  during  preg- 
nancy. 

No.  4,  one  of  the  most  attractive  aspects  of  this  reauthorization, 
in  my  opinion,  is  its  emphasis  on  violence  and  abusive  behavior. 
Homicide,  abuse,  assault,  and  injuries  affect  millions  of  African 
Americans  and  other  minorities  each  year.  The  NMA  feels  that  the 
Office  of  Minority  Health  must  place  greater  emphasis  on  efforts  to 
reduce  homicides  and  assault  injuries. 

Expand  health  research  efforts:  Chairman  Kennedy,  this  bill 
calls  for  an  expanding  role  of  the  Office  of  Minority  Health  to  help 
coordinate  health  services  research  efforts  on  minority  health.  It  al- 
lows for  nonprofit  organizations  to  obtain  demonstration  funds  to 
examine  ways  to  reduce  violence,  infant  mortality,  alcohol  and  drug 
abuse  problems,  and  others  that  affect  disadvantaged  and  minority 
communities  could  be  focused  on. 

The  black  institutions,  the  traditional  black  medical  schools  in 
particular,  and  other  groups  of  experts  in  the  care  of  the  poor  in 
my  opinion  ought  to  be  focused  on  to  utilized  moneys  in  health  re- 
search efforts. 

The  National  Medical  Association  has  had  a  long  interest  in  ex- 
panding research  studies  that  are  designed  to  improve  health  out- 
comes in  the  minority  community.  In  our  rapidly  changing  world, 
efforts  to  improve  the  health  of  our  citizens  must  include  both  serv- 
ice delivery  strategies  and  research  studies.  In  the  past,  nonprofit 
organizations  such  as  the  NMA  have  had  difficulties  obtaining  re- 
search funds  to  examine  the  health  problems  of  minority  groups. 
The  new  provisions  in  the  reauthorization  bill  would  provide  a 
fiinding  support  to  expand  research  efforts  in  minority  health.  The 
opportunities  for  biomedical  and  health  outcomes  research  must  be 
seized,  particularly  in  the  area  of  violence  and  trauma  for  high-risk 
patients. 

Mr.  Chairman,  your  efforts  to  expand  the  role  of  the  Office  of  Mi- 
nority Health  to  develop  funding  support  for  more  effective  tar- 
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geted  service  delivery  and  health  services  research  is,  in  my  view, 
a  very  constructive  approach.  It  is  very  applicable  to  use  this  ap- 
proacn  to  address  the  wide  range  of  health  and  social  problems 
that  aifect  the  disadvantaged  and  minority  communities. 

Before  I  conclude,  I  would  like  to  recognize  the  yeoman  efforts 
of  Dr.  Van  Dunn  on  your  staff  and  Dr.  Claudia  Baquet  of  the  Office 
of  Minority  Health  for  the  fine  work  that  they  have  done  through 
the  years.  They  have  been  particularly  helpful  to  the  National 
Medical  Association  in  its  efforts.  The  NMA  strongly  supports  the 
reauthorization  of  the  Disadvantaged  Minority  Health  Improve- 
ment Act  of  1993. 

Thank  you  for  this  opportunity  to  come  before  you  today. 

The  Chairman.  Thank  you  very  much. 

[The  prepared  statement  of  Dr.  Barber  appears  in  the  appendix.] 

Mr.  I^UNG.  Thank  you,  Mr.  Chairman  and  members  of  the  com- 
mittee, for  this  opportunity  to  testify.  I  have  been  on  the  board  of 
directors  of  South  Cove  Community  Health  Center  for  over  10 
years,  and  I  am  the  past  president.  For  over  20  years.  South  Cove 
Health  Center  has  provided  comprehensive  primary  and  preventive 
healtJi  care  services  in  greater  Boston,  targeting  Asian  immigrants 
and  refugees  who  are  low-income,  uninsured,  and  nonEnglish- 
speaking.  As  the  only  commimity  health  center  targeting  this  popu- 
lation in  Massachusetts,  our  multilingual  staff  has  the  capacity  to 
speak  over  14  Asian  languages  and  dialects  and  provides  services 
to  over  10,000  people  from  30  towns  and  neighborhoods  in  greater 
Boston. 

I  am  here  today  to  speak  on  the  importance  of  the  Disadvantaged 
Minority  Health  Care  Improvement  Act  in  addressing  disparities  in 
health  status  for  Asian  Pacific  Islander  communities  in  the  United 
States.  For  years,  Asian  Pacific  Islanders  faced  significant  lan- 
guage, financial,  and  cultural  barriers  in  accessing  health  care. 
This  Act,  currently  up  for  reauthorization,  has  made  significant 
strides  in  improving  health  care  for  the  community  of  color 
throughout  the  United  States.  In  particular,  it  authorized  the  Of- 
fice of  Minority  Health  to  establish  goals,  coordinate  efforts,  and 
support  new  efforts  to  improve  the  health  status  of  minority  com- 
munities. This  Act  mandated  translator/interpreter  services  as  re- 
quired services  for  nonEnglish-speaking  individuals  with  unique 
needs  not  addressed  within  the  mainstream  system. 

As  we  consider  reauthorization,  we  need  to  underscore  the  impor- 
tance of  this  Act  in  bringing  the  diversity  of  ethnic  minority  popu- 
lations to  the  debate  on  health  care  reform;  i.e.,  Asian  Pacific  Is- 
landers and  other  commimities  of  color  need  specific  and  culturally 
competent  solutions  to  address  their  health  care  needs.  Despite 
what  this  bill  has  already  accomplished,  we  need  to  look  toward 
what  yet  needs  to  occur. 

One,  the  Act  needs  to  create  CTeater  authorization  to  address  the 
breadth  of  language  and  culture  barriers  which  result  in  continued 
health  disparities  and  prevent  many  Asian  Pacific  Islanders  from 
gaining  access  to  primary  and  preventive  health  care. 

The  Asian  immigrant  and  refugee  population  in  Massachusetts 
tripled  since  1980  with  the  arrival  of  Chinese  immigrants  from 
Hong  Kong,  Taiwan,  and  China,  and  Southeast  Asian  refugees 
from  Vietnam,  Cambodia,  and  Laos.  Yet  health  services  have  not 
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kept  pace  with  this  dramatic  population  growth  to  ensure  cultural 
and  ling^stic  access  to  care. 

We  have  found  patients  seeking  health  care  in  their  primary  lan- 
guage unable  to  choose  South  Cove  Community  Health  Center  as 
a  managed  care  provider  because  they  lived  outside  of  our  local  ge- 
ographic area. 

Language  barriers:  Non-English-speaking  patients  are  often  ad- 
mitted to  and  discharged  from  hospitals  with  very  poor  follow-up. 
The  inadequacy  or  absence  of  interpreters  often  results  in  mis- 
diagnosis, inaccurate  medical  histories,  and  failure  to  provide  an 
emergency  response  in  life-threatening  situations. 

Cultural  barriers:  Many  Asian  and  Pacific  Islanders  msiintain 
Asian  health  beliefs  and  rely  on  folk  medicine  practices  in  their 
daily  lifestyle.  Even  when  seeking  Western  health  care,  they  often 
continue  two  methods  of  care  simultaneously.  Medical  rec- 
ommendations and  health  promotion/disease  prevention  initiatives 
have  very  little  relevance  or  be  at  odds  with  Asian  lifestyle  behav- 
iors and  diet.  The  failure  to  understand  these  cultural  health  be- 
liefs and  practices  by  Western-trained  health  care  providers  causes 
problems  in  medical  compliance  and  doctor-patient  interaction. 

Language  and  cultural  barriers  often  result  in  delayed  entry  into 
health  care,  failure  to  receive  routine  annual  checkups,  mammo- 
grams, PAP  smear  tests,  and  poor  knowledge  of  health  risks.  Most 
do  not  know  the  association  between  sodium  intake  and  hyper- 
tension or  cholesterol  and  heart  disease.  They  just  don't  under- 
stand the  problems. 

Addressing  these  barriers  can  have  significant  impact  on  health 
care  reform  to  ensure  universal  access  irrespective  of  language, 
race,  or  cultural  background.  This  bill  specifies  that  imiversal  ac- 
cess does  not  mean  a  universal  plan.  Commimities  with  special  lan- 
guage and  cultural  needs  must  have  access  to  health  care  at  all 
points  of  patient  contact.  This  must  include:  medical  services  pro- 
vided in  the  primary  language  of  the  patient;  case  management 
services  to  ensure  continuity  of  care;  patient  advocacy  to  assist  pa- 
tients in  navigating  the  health  care  system;  and  services  compat- 
ible with  a  patient's  health  beliefs  and  practices. 

Our  recommendation  is  this:  Linguistically  and  culturally  com- 
petent services  should  be  mandated  services.  Areas  with  concentra- 
tions of  linguistic  and  ethnic  minority  populations  must  ensure  ac- 
cess to  bilingual/bicultural  services  within  a  comprehensive  system 
of  care.  Mechanisms  should  be  established  to  monitor,  evaluate, 
and  enhance  access  to  bilingual/bicultural  services. 

While  this  Act  reaffirmed  the  importance  of  language  access,  it 
failed  to  authorize  mechanisms  within  DHHS  to  address  the  addi- 
tional costs  for  providing  multilingual  services.  Community  health 
centers  serving  Asian  Pacific  Islanders  have  been  penalized  for 
these  additional  costs  in  cost  reports  and/or  hindered  by  the  ab- 
sence of  resources  to  provide  these  services. 

I  can  tell  you  that  we  have  Beth  Israel  Hospital  an  interpreter 
service  for  pregnant  women,  yet  that  poor  interpreter  has  to  inter- 
pret for  tJie  whole  hospital  because  she  speaks  Chinese.  We  have 
got  a  patient  here  and  a  patient  there,  but  we  don't  get  reimbursed 
for  it. 
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While  language  has  appeared  urging  HRSA  to  address  the  needs 
of  Asians  and  Pac^c  Islanders  within  this  Act,  no  new  resources 
have  been  identified  to  respond  to  the  urgent  and  expanding  needs 
of  Asian  and  Pacific  Islander  communities.  HRSA  allocated  only 
minimal  resources  for  one  time  to  address  this  critical  need. 

Recommendation:  Authorization  should  create  mechanisms  to 
cover  costs  of  bilingual  services  and  earmarked  to  support  existing 
services  in  community  health  centers  serving  this  population. 

To  eliminate  language  and  cultural  barriers,  the  Act  should  sup- 
port bilinguaVbiciJtural  services  as  part  of  a  system  of  care,  over 
and  above  interpreter  services.  The  Act  has  emphasized  surv^ng 
and  documenting  existing  bilingual/bicultural  programs  and  on 
supporting  interpreter  services.  It  is  time  to  take  the  next  step  to- 
ward cultural  competence  to  ensure  true  access  to  care  by  authoriz- 
ing more  emphasis  to  the  development  of  bilingual/bicultural  serv- 
ices and  demonstration  programs. 

Recommendation:  Authorize  a  grant  program  to  support  dem- 
onstration programs  providing  bilingual/bicultural  services  within  a 
comprehensive  system  of  care.  Give  priority  to  communiUr-based 
services  in  areas  with  large  concentrations  of  limited  English- 
speaking  communities.  Document  improved  access  to  care  for  spe- 
cific populations  as  an  outcome. 

Current  regulations  define  our  health  care  system  based  on  geo- 

fraphic  catchment  criteria.  The  vast  majority  of  the  medically  un- 
erserved  Asian  and  Pacific  Islander  Americans  reside  in  lu-ban 
areas.  However,  this  population  often  lacks  access  to  care  despite 
the  proximity  to  an  existing  health  care  delivery  system.  Commu- 
nity health  centers  serving  Asian  Pacific  Islander  communities 
have  been  unable  to  apply  for  330  expansion  of  community  health 
center  fimds  because  Feaeral  regulations  require  that  applicants 
target  new  service  areas.  While  service  area  regulations  are  in- 
tended to  avoid  duplication,  the  inflexibility  of  this  definition  has 
created  yet  another  barrier. 

The  Chairman.  I  am  going  to  give  you  a  couple  more  minutes, 
Mr.  Leung. 

Mr.  Leung.  I  just  have  a  couple  more. 

Recommendation:  Greographic  criteria  should  not  be  the  primary 
criteria  in  organizing  a  health  care  delivery  system  or  assigning 
health  care  providers.  Authorize  flexibility  m  definitions  to  allow 
patients  to  choose  providers  outside  of  their  immediate  geographic 
area  to  access  linguistic  and  culturally  competent  care. 

Two,  while  there  is  a  national  shortage  of  primary  care  provid- 
ers, there  exists  an  even  greater  shortage  of  bilingual/bicultural 
Asian  and  Pacific  Islander  primary  care  providers.  As  health  care 
reform  moves  toward  managed  care,  primary  care  and  primary  care 
providers  become  pivotal  in  our  health  care  system.  Yet  the  per- 
centage of  medical  students  plsmning  to  specialize  in  family  prac- 
tice has  been  on  the  decline.  For  Asian  and  Pacific  Islander  com- 
munities, the  problem  is  further  exacerbated  by  the  need  for  pro- 
viders able  to  speak  with  patients  in  their  primary  language. 

Recommendation:  Authority  grants  program  which  emphasize 
community-based  training  of  health  professionals  and  extend  the 
outreach  to  under^aduates  and  bilingual  Asian  students  to  in- 
crease the  pool  of  bilingual  and  primary  care  providers. 
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Last — ^I  should  say  last.  I  have  two  more,  but  I  will  continue. 
Given  the  diversity  within  the  Asian  and  Pacific  Islander  popu- 
lation, their  low  incidence  within  the  total  U.S.  population,  and 
their  concentration  in  discrete  parts  of  the  country,  the  training  of 
bilingual/bicultural  health  care  providers  presents  a  challenge  for 
anv  training  institution.  In  order  to  maximize  the  advantage  pro- 
vided by  a  critical  mass,  the  establishment  of  a  national  program 
would  be  key  to  increasing  the  pool;  i.e..  Centers  of  Excellence. 

Recommendation:  Authorize  a  national  program  for  the  training 
of  bilingual/bicultural  Asian  and  Pacific  Islander  health  professions 
students.  Use  national  Asian  health  organizations  to  develop  and 
implement  a  model  program.  Use  community-based  clinical  precep- 
torships  within  community  health  centers  serving  Asian  and  Pa- 
cific Islanders. 

Community  health  workers  able  to  communicate  with  patients  in 
their  primary  language  and  indigenous  to  the  community  have 
been  critical  to  ensuring  access  to  care  for  Asian  and  Pacific  Island- 
ers. These  community  health  workers  have  played  a  critical  role 
through  patient  advocacy,  community  outreach,  health  education, 
and  case  management.  Yet  paraprofessionals  and  community 
health  workers  have  never  been  institutionalized  as  part  of  our 
health  care  system.  Health  care  reimbursement  mechanisms  do  not 
allow  these  necessary  services. 

Recommendation:  Authorize  programs  to  support  the  ongoing 
role  of  bilingual/bicultural  commimity  health  workers  in  primary 
care  settings,  and  develop  mechanisms  for  the  development  of  cri- 
teria and  reimbursement  of  these  services. 

I  have  a  lot  to  go.  It  is  in  the  written  form. 

The  Chairman.  Fine.  We  will  have  the  full  statement  included 
in  the  record. 

Mr.  Leung.  In  conclusion 

The  Chairman.  Yes,  just  briefly. 

Mr.  Leung.  OK.  In  conclusion,  the  spirit  of  the  Disadvantaged 
Minority  Health  Improvement 

The  CHAIRMAN.  You  have  got  30  seconds.  I  don't  like  to  do  this, 
but  I  want  to  be  fair  to  these  other  witnesses. 

Mr.  Leung.  OK.  Fine. 

[The  prepared  statement  of  Mr.  Leung  appears  in  the  appendix.] 

The  Chairman.  Let  me  ask  you.  Dr.  Hill,  obviously  the  fetal  alco- 
hol syndrome  is  something  that  is  of  enormous  concern  to  all  Amer- 
icans and  particularly^  the  American  Indian  population.  What  more 
could  we  really  be  doing  in  this  area  to  try  and  help  deal  with  the 
problems  on  Indian  reservations? 

Dr.  Hill.  I  have  worked  a  little  bit  in  that  area.  Senator.  There 
was  a  trainer's  program  I  participated  in,  in  California,  which  I 
think  was  an  excellent  way  to  access  the  communities,  to  get  peo- 
ple knowledgeable  within  the  communities  about  fetal  alcohol  syn- 
drome. But  it  is  interesting  to  me  that  FAS  turns  out  to  be  very 
much  similar  to  other  kinds  of  health  problems  in  that  people  know 
about  it  but  it  still  continues.  And  so  we  look  at  this  in  many  dif- 
ferent ways. 

I  think  if  you  went  to  an  Indian  reservation  and  asked  the  com- 
mimitjr  members  if  they  know  what  FAS  is,  they  would  know  of  it 
at  a  higher  extent  or  more  of  an  extent  than  would  other  popu- 
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lations  because  we  all  have  relatives — ^we  have  friends,  I  have  a 
nephew — with  the  syndrome,  yet  it  continues. 

So  I  think  it  has  to  be  part  of  the  overall  health  promotion  and 
disease  prevention  programs  when  people  start  taking  pride  in 
what  they  are  doing  and  really  realize  what  the  efforts  are.  So  I 
don't  think  it  is  education.  I  think  it  is  really  a  matter  of  com- 
prehensive programs  within  communities  that  emphasize  health 
and  wellness  as  part  of  that.  I  think  that  goes  for  most  of  our  cur- 
rent problems.  . 

The  Chairman.  Diabetes  is  a  migor  health  problem.  As  a  physi- 
cian, what  is  your  own  sense?  Do  you  think  that  is  pretty  much  he- 
reditary, or  do  you  think  it  is  related  to  other  conditions? 

Dr.  Hill,  Within  Indian  communities,  it  is  almost  all  Type  II  dia- 
betes, which  comes  on  as  adult  onset,  and  there  is  a  hereditary  pat- 
tern. 

We  had  very  little,  if  any,  diabetes 

The  Chairman.  Do  we  do  enough  research?  Where  are  we?  Does 
the  NIH  do  work  in  this  area? 

Dr.  Hill.  Yes.  I  think  there  has  been  a  fair  amount  of  research. 
Probably  if  you  picked  one  disease,  diabetes  probably  has  been  re- 
searched more  in  Indian  populations  that  any  other.  Some  of  our 
populations,  for  instance,  adult  Indian  populations  on  reservations, 
will  have  up  to— 40  percent  of  the  adults  have  adult-onset  diabetes. 

But,  again,  we  come  back  to  the  same  thing.  I  want  to  very 
quickly  mention  a  study,  for  instance,  that  was  done  on  the  Fort 
Totten  Reservation  in  North  Dakota,  looking  at  diabetes  control  in 
these  populations.  Type  II  diabetes  can  be  fairly  easily  controlled 
with  appropriate  medical  interventions.  It  was  interesting  because 
the  medical  research  asked,  for  instance,  the  providers  why  they 
thought  that  there  were  problems  controlling  diabetes,  and  the  pro- 
viders basically  said,  well,  they  didn't  think  their  patients  under- 
stood the  problem,  they  didn't  Uiink  they  understood  their  regimen, 
and  they  didn't  really  think  they  cared  about  what  was  happening 
with  their  own  health. 

So  then  this  same  medical  anthropologist  went  into  the  commu- 
nity and  asked  the  population,  and  typically,  again,  with  commu- 
nities tiiat  are  ravaged  by  this  disease,  people  understood  very  well 
diabetes.  They  understood  about  what  the  complications  were, 
about  what  they  had  to  do.  They  understood  the  regimens  and  so 
on.  But  as  was  mentioned  earlier,  there  was  a  lot  of  cultural  com- 
ponents as  far  as  people's  eating  habits,  not  only  just  eating  what 
they  ate,  but  also  how  they  ate.  They  ate  in  a  traditional  way.  They 
ate  with  their  families.  They  ate  with  their  friends. 

It  was  hard,  for  instance,  for  a  person  to  break  away  from  their 
community  meals  and  say,  **I  am  going  to  go  have  my  diabetic 
diet."  There  were  a  lot  of  factors  that  were  both  social  and  culturjd 
that  kept  the  people  from  really  being  up  on  their  diabetes,  even 
though  they  understood  the  issues. 

So,  again,  I  think  it  is  a  matter  of  having  a  culturally  appro- 
priate health  care  system  that  understands  these  needs,  and  there 
are  some  good  models.  The  Zuni  project  in  the  Southwest  is  doing 
veiy  well  with  those  kinds  of  interventions. 
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The  Chairman.  Just  last,  Dr.  Hill,  are  there  other  medical 
schools  that  have  educational  model  like  the  University  of  Min- 
nesota? 

Dr.  Hill.  I  think  so.  The  University  of  Washington  is  one  that 
has  started  to  do  that.  That  is  my  alma  mater,  and  it  is  interesting 
because  in  1979  I  formed  a  small  group  at  the  University  of  Wash- 
ington of  medical  students,  our  Native  American  Medical  Student 
Association,  all  seven  of  us,  and  suggested  that  the  UW  should  be 
the  place  in  the  country  to  educate  the  Indian  physicians  because 
of  the  population,  the  WAMI  program  that  I  am  sure  you  are 
aware  of  and  so  on. 

The  Chairman.  Yes. 

Dr.  Hill.  And  we  got  absolutely  no  response.  In  fact,  they 
wouldn't  even  give  us  uie  names  of  Indian  students  who  were  ap- 
plying to  medical  school  because  they  said  it  took  too  much  sec- 
retarial time,  even  though  we  were  going  to  recruit  the  students 
once  we  got  their  names.  j     .  ^     i 

Well,  now,  interestingly,  they  are  very  much  on  board  with  the 
Centers  of  Excellence  programs,  and  there  is  an  Indian  physician 
there  now  who  is  I  think  taking  a  major  lead.  Dr.  Walt  Hollow,  try- 
ing to  develop  similar  programs  to  this. 

1  think  the  key  really  for  the  Centers  of  Excellence  programs,  at 
least  in  my  opinion,  really  is  working  on  the  educational  process 
and  making  Uiese  places  where  they  are  friendly  to  our  people  and 
we  can  come  together  and  learn  about  Indian  health  at  the  same 
time  we  are  learning  about  medical  education.  And  I  think  that  is 
what  is  happening  at  Washington. 

Personally,  the  way  I  have  looked  upon  this,  I  would  like  to  see 
us  have  maybe  four  or  five  Native  American  Centers  of  Excellence 
around  the  country,  and  we  almost  end  up  de  facto  with  an  Indian 
medical  school,  which  we,  as  you  know,  have  never  been  able  to 
start 

The  Chairman.  The  health  service  delivery  system  clearly  needs 
to  be  more  culturally  and  linguistically  appropriate. 

Dr.  i^aro,  what  is  your  sense  about  school-based  clinics  and  the 
success  of  them  and  the  importance  of  them  in  terms  of  primarily 
inner-city  situations? 

Dr.  Amaro.  I  think  that  in  relation  to  the  Hispanic  community, 
they  are  very  important  and  have  been  effective  when  they  have 
been  formed  with  input  from  the  community,  and  I  support  school- 
based  health  promotion  and  disease  prevention,  and  also  the  avail- 
ability of  medical  services  through  the  school  system. 

One  of  the  things  that  I  think  is  important  to  keep  in  mind  when 
we  think  about  reaching  Hispanic  youth  and  other  ethnic  minority 
youth  is  especially  in  the  high  school  level.  By  then  a  lot  of  stu- 
dents have  dropped  out,  so  we  also  at  the  same  time  need  to  think 
of  ways  of  reaching  that  group  of  students.  But  certainly  I  think 
school-based  clinics,  especially  when  they  incorporate  the  needs  of 
the  community  and  are  formed  and  developed  with  input  from  par- 
ents, are  very  effective.  i.     1 1        j 

The  Chairman.  Dr.  Barber,  do  you  think  that  the  school-based 

clinics  are  effective? 

Dr.  Barber.  I  think  they  are  effective,  but  at  least  if  they  are 
working  like  they  are  in  Washington,  DC,  we  are  cutting  every- 
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thin^.  We  are  cutting  school-based  clinics.  We  are  cutting  public 
hospitals.  And  I  think  there  is  need  for  Federal  support  and  fund- 
ing for  these  vital  public  health  clinics,  public  healtn  hospitals,  and 
school-based  clinics.  But  they  tend  to  be  going  down  the  drain  be- 
cause of  fiscal  problems  right  at  the  moment. 

The  Chairman.  Mr.  Leung,  has  this  legislation  had  any  direct 
impact  on  the  South  Cove  Community  Health  Center/ 

Mr.  Leung.  There  are  two  proposals  sitting  up  on  the  Hill  some 
place  waiting  to  be  funded,  and  so  hopefully  we  can  move  it  along. 
I  don't  know  the  exact 

The  Chairman.  What  parts?  What  are  they  making  requests  for, 
in  what  areas? 

Mr.  Leung.  I  do  not  know  exactly.  From  the  national  organiza- 
tion, I  can  find  out  and  give  it  to  Van  Dunn  for  you. 

The  Chairman.  Would  you  do  that? 

I  want  to  thank  you  all  very  much.  Your  testimony  was  inform- 
ative and  the  committee  appreciates  your  input.  I  hope  that  we  will 
be  able  to  call  on  you  in  the  future  for  help. 

Thank  you  very  much.  The  committee  stands  in  recess. 

[The  appendix  follows:! 
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APPENDIX 
Prepared  Statement  of  Louis  Stokes 

MR.  CHAIRMAN,  MEMBERS  CF  THE  COMMITTEE,  THANK  YOU  FOR  THIS 
OPPORTUNITY  TO  APPEAR  BEFORE  YOU  THIS  MORNING.   I  AM  MOST  EAGER 
TO  TESTIFY  AT  THIS  HEARING  BECAUSE  THE  ISSUE  OF  HEALTH  CARE  FOR 
UNDERSERVED,  DISADVANTAGED  POPULATIONS  IS  A  CAUSE  WHICH  I  HAVB 
CHAMPIONED  SINCE  MY  FIRST  DAYS  IN  CONaRESS .   LET  ME  BECIIN  BY  . 
COMMENDING  YOU,  MR.  CHAIRMAN,  FOR  PROVIDING  THIS  FORUM.   YOU 
CONTINUE  TO  DEMONSTRATE  YOUR  RESOLVE  THAT  OUR  NATION  PROVIDE 
QUALITY  AND  AFFORDABLE  HEALTH  CARE  FOR  ALL  AMERICANS. 

LET  ME  SAY  THAT  A  GREAT  DEAL  HAS  TPJ^SPIRED  IN  THE  AREA  OF 
HEALTH  CARE  REFORM  SINCE  I  LAST  APPEARED  BEFORE  YOUR 
COMMITTEE.   THE  MOST  SIGNIFICANT  ITEM  RELATIVE  TO  THE  HEALTH 
CARE  OF  MINORITIES  IS,  IN  MY  OPINION,  THE  ENACTMENT  OF  THE 
DISADVANTAGED  MINORITY  HEALTH  IMPROVEMENT  ACT,  WHICH  YOU  AND  I 
JOINTLY  SPONSORED  IN  THE  lOIST  CONGRESS  AND  WHICH  WAS  SIGNED 
INTO  LAW  IN  NOVEt-IBER  OF  1990.   I  AM  CERTAIN  YOU  KNOW  JUST  HOW 
CRITICAL  THIS  LANDMARK  LEGISLATION  IS  FOR  THE  MINORITY 
COMMUNITY. 

MOREOVER,  IT  IS  IMPORTANT  TO  NOTE,  A3  YOU  BEGIN  YOUR 
DELIBERATIONS  ON  THE  REAUTHORIZATION  OF  THIS  MEASURE,  THAT  OF 
ALL  GROUPS  LACKING  ACCESS  TO  HEALTH  CARE  AND  EXPERIENCING  A 
DIMINISHED  HEALTH  STATUS.  AFRICAN  AMERICANS  AND  OTHER  MINORITIES 
CONTINUE  TO  TOP  THE  LIST.  (THIS  IS  NOT  A  STATUS  FOR  WHICH  WE  ARE 
PROUD.   BUT  IT  IS  A  STATUS  THAT  CATALYZED  MB  AND  OTHERS  IN 
qONGRBSS,  LIKE  YOURSELF,  TO  ACT  THROUGHOUT  THE  YEARS^ 

THE  FACT  OF  THE  MATTER  IS  THAT,  AND  I  QUOTE  THE  iSTH  ANNUAL 
REPORT  CARD  ON  HEALTH  --  THE  PUBLICATION  ENTITLED  HEALTH  UNITED 
STATES  1990  --  MfflETHER  THE  FOCUS  IS  ON  MORTALITY,  MORBIDITY,  OR 
THE  UTILIZATION  OF  HEALTH  SERVICES,  DISPARITIES  IN  HEALTH  STATUS 
REMAIN  WIDESPREAD.   RAPID  It'IPROVEMENTS  IN  MEDICAL  SCIENCE  AND  IN 
THE  SYSTEMS  DESIGNED  TO  PROVIDE  ESSENTIAL  HEALTH  CARE  SERVICES 
HAVE  NOT  BENEFITTED  ALL  RACIAL  AND  ETHNIC  GROUPS  EQUALLY." 

AS  YOU  KNOW,  EVERY  RACIAL  AND  ETHNIC  MINORITY  GROUP 
EXPERIENCES  SOME  HEALTH  DISPARITY.   UNFORTUNATELY,  FOR  AFRICAN 
AMERICANS,  THIS  SITUATION  CONTINUES  TO  NOT  ONLY  PERSIST  BUT  TO 
DETERIORATE.   WE  KNOW  FOR  EXAMPLE  THAT  THE  GAP  BETWEEN  BLACKS 
AND  WHITES  IN  LIFE  EXPECTWICY  HAS  CONTINUED  TO  WIDEN.   LIFE 
EXPECTANCY  AT  BIRTH  FOR  BLACKS  OVERALL  WAS  69.1  YEARS  IN  1990 
COMPARED  TO  76.1  YEARS  FOR  WHITES.   FOR  BLACK  MALES,  LIFE 
EXPECTANCY  V7A3  64.5  YEARS  IN  1990,  A  DECLINE  SINCE  ITS  HIGH  OP 
65.3  YEARS  IN  1984. 

BLACKS  ALSO  HAVE  HIGHER  AGE -ADJUSTED  DEATH  RATES  THAN  WHITES 
FOR  15  LEADING  CAUSES  OF  DEATH.   IN  THE  INSTANCE  OF  HOMICIDE 
AND  HIV  INFECTION,  THE  GAP  BET^^EEN  BLACK  AND  WHITE  MORTALITY 
RATES  IS  WIDER  THAN  FOR  ANY  CHRONIC  DISEASE. 

INFANT  MORTALITY  RATES  FOR  BLACKS  ARE  HIGHEST  OF  ANY 
RACIAL/ETHNIC  GROUP.  ALTHOUGH  INFANT  MORTALITY  DECLINED  AMONG 
BOTH  BLACKS  AND  WHITES  BETl'JEEN  1989  AND  1990,  IT  WAS  STILL  2.5 
TIMES  AS  HIGH  AMONG  BLACKS  A3  IffllTES .  IN  FACT,  BLACK  MOTHERS 
WITH  A  COLLEGE  DEGREE  HAVE  A  HIGHER  INFANT  MORTALITY  RATE  THAN 
WHITE  MOTHERS  WITH  LESS  THAN  A  HIGH  SCHOOL  EDUCATION. 

ADDED  TO  THESE  GRIM  STATISTICS  IS  THE  FACT  THAT  AFRICAN 
AMERICANS  AND  HISPANICS  ACCOUNT  FOR  OVER  50%  OF  THE  NUMBER  OF 
AMERICANS  ADDED  TO  THE  ROLLS  OF  THE  UNINSURED  BETWEEN  1977   AND 
1987  --  AND  THAT  THESE  INDIVIDUALS  ARE  DISPROPORTIONATELY 
REPRESENTED  IN  THE  KINDS  OF  FAMILIES  AT  THE  GREATEST  RISK  OF 
BEING  UtTINSURED.   THESE  TYPES  OF  TRENDS  FURTHER  EXACERBATE  THE 
nTSPROPORTIONATB  INCIDENCE  OF  ILLNESS  AND  DEATH  IN  OUR 
COMMUNITIES. 

THAT  IS  WHY  YOUR  HEARING  TODAY  IS  SO  CRITICAL.   AT  A  TIME 
WHEN  OUR  PRESIDENT  HAS  ISSUED  A  CALL  TO  HIS  ADMINISTRATION  AND 
EXPERTS  AROUiro  THE  UNITED  STATES  TO  REFORM  CUR  HEALTH  CARE 
SYSTEM,  WE  MUST  LOOK  CLOSELY  AT  WHAT  CAN  BE  DONE,  WHAT  SHOULD  BE 
DONE,  WHAT  IS  BEING  DONE  AND  WHAT  CAN  WORK,  TO  BEST  MEET  THE 
HEALTH  CARE  NEEDS  OF  THE  AFRICAN  AMERICANS  AND  OTHER  MINORITY 
COMMUNITIES . 

FROM  MY  POSITION  AS  A  MEMBER  OF  THE  LABOR -HEALTH  AND  HUMAN 
SERVICES  APPROPRIATIONS  SUBCOMMITTEE,  AND  PARTICULARLY  AS 
CHAIRl-lAN  OF  THB  CONGRESSIONAL  BLACK  CAUCUS  HEALTH  BRAINTRUST,  I 
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KNOW  THAT  IF  WB  LISTEN  AND  RESPOND  TO  THE  EXPERTS  IN  THE 
MINORITY  COMMUNITY  WE  HAVE  AT  OUR  FINGERTIPS  MANY  OF  THE  ANSWERS 
TO  THIS  CRITICAl.  PROBLEM.   MANY  OF  THESE  SOLUTIONS  ARE 
PROVISIONS  UNDER  THE  DISADVANTAGED  MINORITY  HEALTH  ACT.   THEY 
MERF  FNACTEP  WITH  THE  INPUT  AND  INSIGHT  OF  THOSE  OF  US  WHO  DEAL 
REGULARLY  WITH  THESE  CONCERNS.   OUR  REFERENCES  WERE  THOSE 
INDIVIDUALS  WHO  EVERY  DAY  ARE  IN  THE  TRENCHES, TOUCHING,  HEALING, 
AND  TREATING  THE  MEDICALLY  XtJDIGENT. 

MR.  CHAIRMAN,  YOU  HAVE  ONLY  TO  VISIT  MY  CITY  OF  CLEVELAND, 
AND  SEE  THE  SUCCESS  OF  THE  HEALTH  SERVICES  FOR  RESIDENTS  IN 
PUBLIC  HOUSING  SECTION  OF  THE  DIS/VDVANTAGED  MINORITY  HEALTH  ACT. 
THERE  HAS  BEEN  SUCH  AN  OVERWHELMING  RESPONSE  TO  THIS  PROGRAM 
THAT  THE  HOUSING  AUTHOP.ITIES  CANNOT  ACCOt^DATE  THE  NEED.   THIS 
IS  IN  AN  AREA  WHERE  ONLY  FIVE  MINUTES  AWRY  IS  ANOTHER  HEALTH 
FACILITY.   BUT  THE  SUCCESS  OF  THIS  PROGRAM  IS  BASED  UPON  ITS 
BEING  TARGETED,  FOR  THE  FIRST  TIME,  TO  THE  AREA  WHERE  THE 
UNDERSERVED  LIVE.   IN  THIS  CASE,  PUBLIC  HOUSING. 

I  HAVE  ALSO  BEEN  CONTACTED  BY  STUDENTS  AND  FACULTY  AT 
INSTITUTIONS  ACROSS  THE  NATION  ABOUT  THEIR  ACHIEVEMENT  IN 
PURSUING  HEALTH  PROFESSIONS  CAREERS  DUE  TO  THE  PROVISIONS  IN  THE 
MINORITY  HEALTH  »IfcE(V*THIS  WOULD  NOT  HAVE  HAPPENED  WITHOUT  THE 
CENTERS  OF  EXCELLENCE  IN  MINORITY  HEALTH.   UNDOUBTEDLY,  IF  THIS 
NATION  ENSURES  THAT  EVERY  AMERICAN  HAS  ACCESS  TO  HEALTH  CARE,  WE 
MUST  ALSO  ENSURE  THE  AVAILABILITY  OF  CULTURALLY  COMPETENT 
PROVIDERS  FOR  ALL  MINORITY  POPULATIONS  THAT  ARE  SICKER  AND  HAVE 
VERY  UNIQUE  NEEDS.   MOREOVER,  IT  IS  THESE  PROVIDERS  WHO 
UNDERSTAND  THE  CULTURAL,  LINGUISTIC,  RACIAL,  EDUCATIONAL  AND 
ATTITUDINAL  DIFFERENCES  THAT  IMPOSE  SPECIAL  BARRIERS  TO 
EPPBCTIVE  DELIVERY  OP  HEALTH  CARE  TO  MINORITY  AMERICANS . 

IT  IS  IMPORTANT,  HOWEVER,  THAT  YOU  AND  I,  AS  THE  ORIGINAL 
AUTHORS  OF  THIS  LAW,  EVALUATE  AND  ANALYZE  ITS  DEVELOPMENT,  AS 
WELL  A3  REVISE  AND  ENHANCE  IT  TO  ENSURE  ITS  CONTINUED 
RESPONSIVENESS  TO  IMPROVING  THE  HEALTH  STATUS  OF  MINORITY 
AMERICANS.   WITH  THIS  IN  MIND,  I  MUST  EXPRESS  CONCERNS  THAT 
RELATE  DIRECTLY  TO  WHAT  I  CONSIDER  TO  BE  THE  ORIGINAL  INTENT  OF 
THE  BILL  --  THAT  IS  THIS  LEGISLATION  IS  A  MINORITY  HEALTH  BILL 
AND  THAT  THE  INDIVIDUALS  IT  IS  INTENDED  TO  SERVE  AND  THE 
INSTITUTIONS  THAT  ARE  RECOGNIZED  AS  MINORITY  CENTERS  OF 
EXCELLENCE  ARE  DEFINED  AS  OR  IDENTIFIED  WITH  RACIAL  AND  ETHNIC 
MINORITIES. 

THIS  SPECIFIC  ISSUE  IS  ONE  THAT  I  BRING  BEFORE  YOU  TODAY 
RELATIVE  TO  THE  ALLOCATION  OF  SCHOLARSHIPS  AND  FUNDING  TO  HEALTH 
PROFESSIONS  INSTITUTIONS  UNDER  THE  MINORITY  CENTERS  OP 
KXCBbLKNCB  11 ILK  Of  IHK  LAW.   MANY  Ot  THB  SCHOOLS  tUNUKD  UNDKR 
THIS  TITLE,  IN  MY  OPINION  AND  THAT  OF  MUCH  OF  THE  MINORITY 
COMMUNITY,  HAVE  NO  JUSTIFICATION  FOR  RECEIVING  THESE  FUNDS.   IN 
FACT,  IN  SOME  INSTANCES,  THIS  FUNDING  OF  NON- MINORITY  HEALTH 
PROFESSIONS  PROGRAMS  REPRESENTS  A  MOCKERY  OF  THE  TRUE  GOAL  FOR 
WHICH  THIS  PROGRAM  WAS  ENACTED.   MR.  CHAIRMAN,  HOW  IS  IT  THAT  A 
HOWARD  UNIVERSITY  -  -  A  FEDERALLY  RECOGNIZED  AND  CHARTERED 
MINORITY  INSTITUTION  -  -  DID  NOT  RECEIVE  FUNDS  UNDER  THIS 
tROGKAM,  Itsr  A  SIANKOKU  UNiVKKSITY  DID/   CLEARLY,  ONK  MUST 
QUESTION  HOW  THIS  PROGRAM  IS  BEING  CARRIED  OUT. 

THIS  IS  NOT  TO  SAY  THAT  I  DO  NOT  RECOGNIZE  THE  DIFFERENT  AND 
DIVERSE  SETTINGS  WHERE  MINORITIES  HAVE  BEEN  TRAINED.   IN  FACT, 
WE  STRUGGLED  FROM  THE  ONSET  TRYING  TO  DEVELOP  ONE  CLEAR-CUT 
CRITERIflfVFOR  INSTITDTIONAL  ELIGIBILITY.   UNFORTUNATELY,  THE 
SITUATION  THAT  I  JUST  SHARED  WITH  YOU  REGARDING  THE  FUITOING 
SUPPORTS  MY  INITIAL  RESERVATIONS  AND  CONCERNS  WITH  CRITERIA  AND 
DEFINITIONS  IN  THiS  LEGXSLAliON.   NOIWilHSXANUlNU  ATIOTHKK 
JUDICIAL  CHALLENGE  ON  THIS  ISSUE,  I  STRONGLY  RECOMMEND  THAT  WB 
REVISIT  THIS  ISSUE  IN  THE  REAUTHORIZATION  AS  A  MAJOR  FOCUS  OF 
OUR  DELIBERATIONS.,,  //M,/</;/  /  u  J  ■■■ 

LET  ME  ALSO  SUGGEST  THAT  WE  LOOK  CLOSELY  AT  THE  SUCCESS  OF 
THE  OFFICE  OF  MINORITY  HEALTH  IN  FULFILLING  ITS  MISSION 
THROUGHOUT  THE  DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES  4HHS-)  .   I 
RECOMI'IEND  THAT  TO  STRENGTHEN  OUR  EFFORTS,  WE  ESTABLISH  OFFICES 
Oh  MlNOKiXY  HbALlH  IN  EVKHY  HHS  AGKNCY .   THIS  WILL  PRUViUhi  A    _ 
GUARANTEED  MECHANISM  FOR  ACTIVITIES  WE  SUPPORT/i  e  i),\    {h-f    ''■UWrMA^  ■ 

IN  CLOSING,  LET  ME  SAY  THAT  I  HOPE  AS  WE  WORK  TOWARDS 
IMPROVING  THE  EXISTING  MINORITY  HEALTH  BILL  AND  TO  EXPAND  OUR 
EFFORTS  IN  OTHER  AREAS  TO  IMPROVE  THE  HEALTH  STATUS  OF  AFRICAN 
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M1ER3CAN3,  HISrANIC  AMERICANS,  NATIVE  AMERICAN£3,  AND  ASIAN 
WIERICANS,  WE  ADDRESS  THE  FULL  NEEDS  OF  EACH  GROUP  INDIVIDUALLY 
AND  COLLECTIVELY.   THE  PROBLEMS  ARE  IMMENSE.   THEY  ARE  DIVERSE. 
CONSEQUENTLY,  THERE  ARE  PROGRAMS  WITH  A  LONGER  HISTORY  IN 
WORKING  TO  ADDRESS  THESE  CONCERNS.  OTHERS  ARE  NEWER,  AND  SOME 
STILL  HAVE  NOT  BEEN  IMPLEMENTED. 

WE  MUST  NOT  MAKE  THE  MISTAKE,  HOWEVER,  OF  DECIMATING 
PROGRAMS  AJ5D  PROJECTS  IN  ORDER  TO  ESTABLISH  OTHERS.   WHAT  OUR 
FOCUS  SHOULD  DD  10  TO  INXnilOIPY  AND  EXTAim  TIIE  FEDERAL 
COMMITMENT.  PROGRAMMATICALLY,  IN  FISCAL  RESOURCES,  IN  MANPOWER 
RESOURCES,  AND  IN  ALL  OTHER  WAYS,  TO  ADDRESS  ALL  THE  NEEDS  OP 
BACH  AND  EVERY  GROUP.  

1  LOOK  FORWARD  TO  WORKING  WITH  YOU  AND  YOUR  COKMITTBE  IN 
THIS  REGARD.   THANK  YOU. 


Prepared  Statement  of  Hortensla  Amaro 

Good  nornlng,  ny  name  Is  Dr.  Hortanaia  Anaro  and  Z  an  a 
professor  of  Social  and  Behavioral  Sciences  at  the  Boston 
University  School  of  public  Health.   1  want  to  thank  you  for  th« 
opportunity  to  share  with  you  some  thoughts  on  the  Disadvantaged 
Minority  Health  Improvement  Act. 

This  piece  of  legislation  has  been  critical  in  improving  the 
availability  and  quality  of  data  on  the  health  status  of  ethnlo 
probably  been  the  single-wost^ettective^piece^f  legislation^ 
targeted  tS  improve  the  ability  of  national  health  data  systems 
to  provide  policy  makers  and  publio  health  experts  with  data  on 
the  health  status  of  disadvantaged  ethnic  minorities  in  our 

country . 

Today,  I  would  like  to  provide  some  suggestions  on  how  the 
legislation  and  report  language  can  be  made  even  more  efteotlve 
in  meeting  its  original  Intent.  More  specifically,  I  would  like 

to  address  two  issues i 

1)  the  continued  lack  of  adequate  health  data  on  Hiapanics 

from  national  data  systens,  and 

2)  the  need  to  support  the  development  of  a  r«»«arch 

infrastructure  on  Hispanic  health. 
1.   Improving  National  Health  Data  on  Hispanies 

Next  to  Asians.    Hispanies  are  the  second  fastest  growing 
population  in  the  United  States.   '  By  the  year  2000,   Hiapanics 


'   o.B.   Bureau  ot  th.  cn.u..      1991.   _EM^riiiJ  1M;r;rlr  OHniT,     1»0. 

Cn^u.  P^file  Hu»b.r  2.      K..hln,ton.   PCI      V.B.   D«p.rt»-nt  of  Co<r».tc.. 
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will  ba  the  Largest  athnlo  minority  group  in  this  nation.  While 
tha  lasua  of  undocxunented  vorXara  has  raeaivad  much  attantion  in 
tha  media,  tha  majority  (72%)  of  Hiapanica  ara  bom  in  this 
country  and  repreaant  a  rich  moaaic  of  athnio  origin,  raoas,  and 
pelitioal  oriontationa.*  Hispanic  comnunitiaa  of  aignificant 
aisa  ara  found  acroaa  geographio  regions  and  congreaaional 
dlatricta  in  the  United  States  with  apealally  high  concentration 
in  the  Southweat  (Mexican  Xaerlcana) ,  the  Nertheaat  (Puerto 
Riaans,  and  Central  and  South  Anerioana) ,  and  the  Southeast 
(Cubans) .  While  there  are  important  demographic  dlfferencea 
between  Hlapanic  groups,  overall,  they  are  over-represented  among 
children,  those  with  tha  moat  limited  economic  resources,  the 
underemployed,  tha  unemployed  and  those  with  no  health  insurance 
coverage. 

Since  socioeconomic  atatua  la  one  of  the  moat  Important 
determinants  of  health  atatua,'  Hiapania<^  economically 
disadvantaged  position  haa  important  implicationa  for  their 
health  atatua  and  aceaaa  to  health  care.   We  also  know  from 
exiating  reaearch  that  with  Increaaad  generationa  and  length  of 
atay  in  thla  country,  Hispanlcs  increasingly  face  more  health 


'  Schick,  FL,  Schlok  H.   1991.   at«tHtLc''  n*n'<\"?<'''  »"  °-'-  Httoanlci^ 
Naw  rorki  Oryx  Praia. 

'  Syme  L8.  Beckmtn  LF.   1976.  Boclfcl  elf  a,    Buio^ptlblllty  and  •letaiai*. 

Kmerlean  Journtl  of  Bo»d»mlologv.   104ll-8. 
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prebl*n«  and  a  nora  jaopardlzad  haalth  atatua.*  For  all  of  theaa 
raaaona,  It  la  orltloal  that  public  haalth  af forte  to  pravont 
diaeaae  and  nadlcal  aarvlcaa  to  traat  tha  111,  ba  Infomad  by 
data  on  the  type*  of  haalth  problaoa  facad  by  thia  population. 
With  the  rapid  growth  evidancad  in  the  Hiapanic  population,  tha 
absence  of  eomprehenaive  apidamiologloal  ^formation  on  Hlepanloe 
preaante  a  lerious  limitation  in  the  ability  of  public  haalth 
prograna  and  nedioal  aarvlcaa  to  raapond  to  the  needa  of  an 
important  group  of  Americana. 

Yet,  moat  national  data  ayatena  to  data  aontinue  to  not 
provide  such  data  and  thereby  often  reault  in  ineffective  and 
uninformed  efforts  to  address  the  health  problems  of  these 
oommunltiee.   Our  recent  review  of  15  national  data  ayatama 
revealed  that  the  majority  hr.ve  not  provided  reliable  data  en 
Hiapanies.'  The  major  problems  have  beeni 
fll  Lack   of  Uniform  Hiepania  Kthnleitv  TtSantifiarm 

Tor   example,  tha  National  Notifiable  Diaeaaa  Surveillance 
System  for  Vaccine  Preventable  Diseases  at  the  centers  for 


Diaease  Control (CDC) ,  which  serves  to  maintain  a  signalling 
device  for  clusters  of  adverse  events  following  vaccines,  does 
not  collect  racial  or  ethnic  indicators.  The  National  Notifiable 
Diaeaaea  Surveillance  System,  which  provides  an  ongoing  weekly 


Vs^a  H  and  Kmaire  M.      Haalth   atafcua   eC  Latino  populatLena.      19«3.      Xniiual 

Mvl»w  Of  fubllo  With  (undar  ravLaw). 

'  AniAro,  H  tnd  till*  B.  1993.  R*«lth  dtt*  en  Hiapanle  woaani 
Methodological  limitation*  and  raeommandatlona.  Papar  eraaantad  for  tha  1993 
Public  Haalth  confaeanea  en  Kaeerda  and  Statlnblca.  National  Cantar  tot  Health 
■tatlatlea.  NaahLngton  D.C.,  July  19-31.  1993. 
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rtporting  ByBtam  that  datemlnes  tha  prevalence  of  dleeasee  of 
public  concern  for  the  CDC  codes  ethnicity  aa  'of  Hiapanic 
origin*  and  'not  of  Hlepanlo  origin*  without  epecifylng  Hiapanic 
Bubgroups.   IiToontraitr^iost  of  the  data  syBtena  under  the 
Hatlonal  Center  for  Health  StatlatloB  (MCH8)  code  tha  ethnic 
background  of  HlapanicB  in  a  aufflelently  Bpeolfto  way  euch  as  to 
potentially  provide  inforaatlon  on  the  major  HlBpanlc  groupa. 
Pf.,^mmmr,.imt:lon  *it     rfae  Departuent  ot   Health  and  Hunan 
Servieoa   (DOES)   should  adopt  unl/om  Biapanic   ethnicity 
iaontlti«ra  to   be  Maadi  in_all  national  health  data 
Kurvaya  and  data  aystame.     Such  athnlelty  eodaa  should 
be  developed  irlth  aignificant  input  from  national 
axparta  on  Biapanie  population*  and  should  allar  tor 
braakdam  ot  information  tor  tha  major  Biapanie   groups 
(Haxican  Aaaricana,   Puerto  Alcana  and  Cubans;  as  irell 
aa  tor   those  groups  who   are  rapidly  qroifing  in  eita 
(Bpacitie  groupa  ot  Cantral  and  South  Amarieana) . 
hi   Tneonpletfl  Data  ^ 

Even  when  appropriate  ethnicity  Identifiers  have  been 
Included  Bone  Beriourprobiema  in  the  coliictlon  and  completion 
of  Buch  information  has  hampered  the  ueefulneeB  of  the  data.* 
For  example,  the  1990  mortality  data  which  are  based  on  Hiapanlo- 
orlgln  population  from  46  Statee  and  the  District  of  Columbia, 
exoluda  Hl-panlo.  from  H.w  Vorlc  City  beeauee  more  thanJOjaeroent 
Of  death  r*rt4fie^teii_have  inadequate  data  for  ethnicity.  The 

•  IbU 
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•xclualon  of  Hlepanlon  from  Mew  York  City  raprescnts  a  gross 
und«r-cov«rag«  of  Puarto  Rlcana    (53%  covarad) .      Since  about  half 
of  the  deaths  to  Puerto  Rlcans  are  accountod  for  by  New  York 
City,    the  mortality  data  for  Hlspanlcs  overall  and  for  Puerto 
Rlcan'ara  undereatlnated. 

Due  to  this  and  other  problems,^  the  state  of  mortality  data 
on  Hlspanlcs  Is  so  poor  that  the  Council  of  Scientific  Affairs  of 
the  American  Medical  Assoolatlon  concluded  thati      "Accurate 
estimates  of  Hispanic  death  rates  are  Impossible  to  determine 
because,   until   1986,    the  national  model  death  certificates  did 
not  contain  Hispanic  identifiers".'     There  is  an  urgent  need  to 
Improve  Hispanic  death  data^by  improving  the  accurate  completion 
of  Hispanic  ethnicity  in  death  certificates  and  by  improving  the 
availability  of  denominator  data  based  on  the  U.S.   Census  to 
allow  for  the  calculation  of  death  rates  for  Hlspanlcs.      Death 
rates  for  spscific  Hispanic  groups  have  not  been  available  since 
1979-81. 

Aecoomendation  tit     tfational  vital  records 


systems,  sspacialJy  death  carti.fi ca tea,  must  proyida 
aceurBte  othnlalty  information.  Hcas  should  develop 
and  Implement  methods  to  improve  the  aocuraay  and 


■*  A  Mcond  limitation  of  curtintly  tvalUbla  death  •tatlBtlci  It  that  th«y 
only  provlda  abaoluta  nunb«c  of  daaths  and  the  ranklna  of  tha  cauaea  of  daath. 
Dua  to  inadaquata  denomtnator  data  from  tha  cenBua,  death  ratea  hav*  not  baan 
ealculatid  foi  HLapanles  alnca  1979-81.  An  exception  are  daath  rataa  for  1987-89, 
which  have  been  calculated  (or  homicide  and  avtlclda,  dlaaaeaa  of  tha  heart, 
malignant  naoplaema,    and  accldanta  and  advaraa  affacta. 

'  Council  on  scientific  Affaire.  1991.  Blapanlo  health  In  tha  Unltad 
Stataa.     Journal  of  tha  Amarlean  Medical  Aaaaolatlon.    265(3)1   248-33. 
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eomplmtion  of   athnicity  information  on   daatb 

eoztitlcBtma . 
gt  Bmmll  trambmr  of   gfupanieg  in  aaaDl«a 

Host  federal  population-based  health  surveys  employ  a 
stratified  probability  sample  and  as  such  obtain  samples  of 
Hlspanlcs  in  proportion  to  the  population  sise,  about  »%  or  less 
of  the  national  sample.  This  approach  yields  a  sample  size  that 
is  too  small  to  allow  for  meaningful  analyses  of  the  health 
conditions  affecting  Hlspanlcs  and  does  not  allow  for  analyses  of 
health  conditions  for  specific  Hispanic  groups. 

ror_example^  the  National  Health  Interview  Survey^oonducted 
by  NCHS,  whose  purpose  is  to  assess  the  health  status  of  the  non- 
institutionallBed  population  In  the  O.S.  comple^d_a_J190 
fielding  where  only_10J_of_the_sampJLfi_J*a«_HisELaniei!,  The  sample 
siee  does  not  allow  for  detailed  analyses  by  gender  and  age  for 
each  Hispanic  group.   Also,  the  National  Health  and  Nutrition 
Examination  Survey  (1988-1994)  conducted  by  NCHS  has 
traditionally  not  Included  a  significantly  large  sample  of 
Hlspanlcs  to  provide  meaningful  information.  The  moat  recent 
fielding  (1588-1994)  oversaroples  Mexican  Americans  and  will  have 
a  sufficiently  large  sample  to  allow  for  detailed  analyses  of 
datoTon  this  group.   It  will  not  however,  provide  usaful 
information  on  the  healthstatus  of  Puerto  Ricana,  this 
represents  a  significant  onlssion-sinceJPuertoJRlcjMUL-ln  the 


•  totto,  R  *ftd  EUl«  B.  1993.  M.alth  d«t»  on  Hl»P;jl''=„  ^*^i 
Htthodologlctl  ltnLt«tlont  »n(l  ttcwnm«nd«tlon«.  »«P"''  P'*/""Htl.  N"l«>n«» 
C«nt»t  for  Health  8t«tl«tlei.  WtshlnTton  D.C.,  July  19-21,  1993. 
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eontinantal  U.S.  are  the  Hlspanlo  group  with  th«  nost  jeopardlzad 
haalth  atatus.   Similarly,  national  data  ayatamii^  that  provida 
infernation  on  ohlld  and  matarnal  haalth  (Child  Health  Supplanant 
to  tha  National  Health  Xntarviav  Survay-KCHS,  the  National  Survey 
of  Family  Qrowth-KCHS ,  and  tha  National  Longitudinal  Survey  of 
Youth-Labor  Statiatica)  have  bean  ralativaly  uninfornative  on  tha 
health  problama  of  Hispanics.  Tha  major  data  ayatans  for 
aaaeaaing  expenditure  on  health  oare  and  health  inauranca 
coverage  alao  have  eraall  aanplee  of  Hispanioa  and  yield  vary 
limited  data  on  Hiapanlc  aubgroupe  (National  Medical  Expenditure 
Survey-AHCPR,  National  Medical  Care  Utilization  and  Expenditure 
Survey,  NCHS)  Because  there  are  critical  gueationa  that  need  to 
be  anawered  regarding  the  level  and  patterns  of  health  care 
utilization  among  Hispanica,  the  llmitationa  of  data  ayatema  that 
provide  information  on  health  oare  utilization  and  aecass  are 
especially  important.   Making  these  data  systems  more  useful  and 
for  informing  health  care  utilization  among  Hlcpanie  is 
espeolally  oritical  as  we  face  the  implementation  of  a  national 
haalth  care  ayatem. 

Jtaconnendation  /3:   DBBS   should  develop  and   iapienent 


alevr  and   consistent  policies  for  ovetBaapling  of 
Bispania  aubgroupa  in  all  major  health   surveys  and 
health  atudiea.      Xn  addition,   vith  input  troa  experts 
on  Eiapanic  hemlth  reaearcb,  DBBS  should  develop 
alternative  oversampling  atrategiea  and  approaches  that 
optimise  cost  ejTf eotiv£<ness . 
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01  Inappropriate  Hathods 

Nhlls  many  national  health  atudlas  ara   lnaraaBln9ly 
anployin?  Spanish  translations  of  instruments  that  allow  than  to 
include  persons  who  spaalc  priaarlly  Spanish,   some  surveys 
continue  to  exclude  non-English  speakers,     since  often  those  who 
do  not  speak  English  are  more  likely  to  be  older,   more  recent 
immigrants  and  those  who  are  least  Integrated  into  mainstream  US 
society,    their  systematic  exclusion  biases  study  samples  and 
brings   Into  question  the  accuracy  of   findings".      K  related 
problem  is  the  use  of  questionnaires  and  measures  with  unproven 
validity  for   individuals  of  other  cultures. 

Jtoeoaaendation  t4t     DHBS  ahoald  develop  a  policy  tor 
tha  ayatamatia  trtmalatlon  of  eurvey  instmnents 
otaploymd  in  all  national  haalth  surveys.     Thie  would 
B6rvB   to  atandardiza  the  approach  to  translation, 
upgrade  the  quality  of  tranalationa  and  minimize 
duplication  of  efforts  across  agancieM. 

Recommendation  #5:      The  Dieadvantagee  Minority  Bealth 
Improvement  Act  should  fund  investigators  to  conduct 
validity  studies  of  major  health  status  soales  with 
Hispanic  populations.     The  coordination  of  such 


'"  Data  from  eh»  HlapanLe  H*alth  and  nutrition  Examination  Survey  indicate 
that  Si.tS  of  Haxlcan  Amar leans,  40.2%  of  Puerto  Rlcana  and  (9.3%  of  Cuban 
^■rioana  apaak  only  or  moatly  Spanlah.  ftnare  B,  Hhitakar  X>  Coffnan  J  and  Haraen 
T.  (1990).  Marijuana  and  cocalna  uaai  Findings  fron  tha  RHANES  1983-84. 
Amartean  Journal   ot   Pub  Lie   Ifaalth-    80    (luppl.),    84-80. 
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rasoareb   across  DBBS  trill   ■ininise  cfuplioation  and 
optiaisa  the   usa  of  validatad  liisfcnuDants  throu^bout 
all  national  haalth  datm  muzvoya  and  otbar  radarally 
Xundad  rasaarcA. 
2.  Hispanie  Health  Research  Infirastrueture 


One  ef  tha  aajer  faotora  that  has  advaraely  Inpaotad  tha 
davalopmant  of  health  research  on  Hispanic  populations  and  on  tha 
training  of^Hlapanle  haalth  reBearchera  has  bean  tha  lacK  o£  an 
educational  Infrastructure  within  the  HlBpanlc  comnunlty  that 
promotes  such  research  and  tralninqi.   Unlike  tha  African  American 
community's  system  of  traditionally  Black  collagae  and 
unlveraitleBx  the  Hispanic  community  in  tha  United  Statee  haa  not 
benefitted  from  a  similar  infraatruotura  that  can  train 
Bciantlsta  and  support  health  research.  The  laelc  of  such  an 
Infrastructure  haa  hampered  efforts  to  aatablish  a  austained  and 
long-term  effort  in  health  rasearoh  and  training. 

Jn^ part,  the  intent  of  the  1990  Disadvantaged  Minority 
Health  Improvement  Act  report  language  waa  to  direct  funds  for 
building  tha  research  infrastructure  In  Hispanic  and  Asian 
communities,  both  of  which  do  not  have  academically  based 
research  Infrastructures.   The  Report  language  for  Section  7  o£ 
the  Act  noted  that:  "In  awarding  granta,  the  Secretary  should  pay 
special  attention  to  the  capabilities  of  existing  national  groups 
such  as  tha  Hispanic  Health  Research  Consortium  and  tha  Asian 
Amerioan  Health  Forum"  (Report  language  to  H.R.  5702,  page  43). 
Based  on  this  reoommendation,  in  1991  HCHS  awarded  grants  to  tha 
National  Coalition  of  Hiapanic  Health  and  Human  Servioas 
Organisation's  Hlepanio  Health  Research  Consortium  (HHRC)  and  the 
Asian  American  Health  Forum.  HHRC  developed  and  Implemented  an 
effective  model  which  not  only  funded  research  teams  nationally 
but  also  provided  mentoring  relationships  between  senior  and 
junior  faculty,  training  of  doctoral  and  undergraduate  students 
and  a  national  network  of  Hiapanic  health  researchers.  However, 
in  FV  1992  and  1993,  NCHS  disregarded  the  Report  language 
recommendation  and  instead  developed  an  intramural  resaarch 
program  and  awarded  grants  to  Indapendant  investigators.   Such 
use  of  the  funds  does  not  respond  to  ^he  ti&bghl zed  Importance  ef 
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not  only  conduoting  raseareh  •otLvitlaa  but  also  of  supporting 
Infraatructur*  davalopnant  through  existing  organisations  within 
tha  Nlapanle  conununlty. 

Kmaommmndmtlon   #5:  rhe  Disadvsjitagad  Minority  B»mlth 

t 

XuparovBmant  Act  ahoultf  mMpliaitly  provUm  iuniihf  tor  dmvmloping 
rmmmareb   iAfrastructiira  and  building  eapaaity  tor  rma^areb  within 
nmtionnl  Himpania  haaitfi  organiiaUons. 

Tha  Dlaadvantagad  Minority  MaaitiPznprovanant  Aot  of  1990 
was  also  hanpared  from  aohlavlng  Its  goal  by  tha  low  laval  of 
funding  that  was  approved  eonparad  to  what  was  originally 
•pproprlated.  For  example,  In  tha  appropriation  for  1993,  while 
10  Billion  waa  authorised  only  approxlnately  1  million  was 
appropriated. 

Jtacoaaeadation  ft:     In  the  raauthorisatioji  of  tha 
Diaadvantagmd  Minority  Health  Xaprovaaent  Aot,  avary  attort 

should  be  aado  to  achieve  full  approval  tor  tha  appropriatad 

amount. 

Prepared  Statement  of  Jessie  B.  Barber,  Jr.,  M.D. 

SENATOR  KENNEDY  AND  OTHER  MEMBERS  OF  THE  COMMITTEE.  MY 
NAME  IS  OR.  JESSE  B.  BARBER.   I  AM  CHIEF  MEDICAL  OFFICER,  NEUROSURGERY 
SERVICE  AT  O.C.  GENERAL  HOSPITAL.  RETIRED  PROFESSOR.  NEUROSURGERY  AND 
SOCIAL  MEDICINE  AT  HOWARD  UNIVERSITY  COLLEGE  OF  MEDICINE.  CHAIR,  COUNCIL 
ON  MEDICAL  LEGISLATION  AND  PAST  PRESIDENT,  THE  NATIONAL  MEDICAL  ASSOCIA- 
TION. 

I  WANT  TO  THANK  YOU  FOR  THE  OPPORTUNITY  FOR  ALLOWING  ME  TO 
PRESENT  THE  VIEWS  OF  THE  NATIONAL  MEDICAL  ASSOCIATION  ON  ONE  OF  THE 
MOST  IMPORTANT  PIECES  OF  LEGISLATION  BEFORE  THE  SENATE  --  THE  RE- 
AUTHORIZATION OF  THE  DlSflOVANTAGEO  MINORITY  HEALTH  IMPROVEMENT  ACT  OF 
1993.  DR.  RICHARD  BUTCHER,  NMA  PRESIDENT,  REGRETS  HIS  INABILITY  TO  BE 
HERE  TODAY. 

THIS  LEGISLATION  WOULD  CONTINUE  TO  SUPPORT  THE  SERVICE 
DELIVERY  AND  RESEARCH  STUDIES  OF  THE  OFFICE  OF  MINORITY  HEALTH.   THE 
NATIONAL  MEDICAL  ASSOCIATION  (NMA)  IS  THE  OLDEST  MINORITY  HEALTH  PRO- 
FESSIONAL ASSOCIATION  IN  THE  UNITED  STATES.   IT  CURRENTLY  CONSISTS  OF 
OVER  16.000  AFRICAN-AMERICAN  AND  OTHER  MINORITY  PHYSICIANS.   MOST  OF 
THESE  PHYSICIANS  SERVE  AFRICAN-AMERICAN  AND  MINORITY  PATIENTS  IN  BOTH 
INNER  CITY  AND  RURAL  CO^^MUNITIES  THROUGHOUT  THE  UNITED  STATES.   THE 
NMA  SUPPORTS  THE  HARD  WORK  OF  THE  OFFICE  OF  MINORITY  HEALTH  AND  THE 
NEW  INITIATIVES  IN  THIS  BILL  WHICH  ARE  DESIGNED  TO  IMPROVE  THE  HEALTH 
OF  AFRICAN-AMERICANS,  MINORITIES  AND  OTHER  DISADVANTAGED  AND  POOR 
AMERICANS. 
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EDUCATION  BND  TRAINIMG  .   . 

OVER  THE  YEARS  THE  NMA  HAS  WORKED  WITH  THE  OFFICE  OF 
MINORITY  HEALTH  IN  A  NUMBER  OF  EDUCATTONAL  PROGRAMS  THAI  ARE 

DESIGNED  TO  ASSIST  UNDERSERVED  AMERICANS  TO  PLACE  HEALTH  AT  A  HIGHER 
PRIORITY  IN  THEIR  LIVES.   THE  NEW  POSITIONS  CONTAINED  IN  THE  REAUTHORI- 
ZATION BILL  WOULD  GREATLY  STRENGTHEN  THE  ROLE  OF  THE  OFFICE  OF  MINORITY 
HEALTH  AND  HELP  ESTABLISH  SUPPORT  FOR  SIMILAR  OFFICES  AT  THE  STATE 
LEVEL.  WE  ALSO  SUPPORT  EFFORTS  ON  THE  PART  OF  THIS  OFFICE  TO  ESTABLISH 
GRANT  PROGRAMS  TO  IMPROVE  PRIMARY  HEALTH  CARE  IN  PUBLIC  HOUSING  DEVELOP- 
MENT AND  EXPAND  EDUCATION.  AND  RESEARCH  EFFORTS  INTO  DISEASES  WHICH 
STRIKE  DISADVANTAGED  AND  MINORITY  AMERICANS.   THE  NATIONAL  MEDICAL 
ASSOCIATION  IS  GREATLY  SUPPORTIVE  OF  EFFORTS  ON  THE  PART  OF  THIS  LEGIS- 
LATION WHICH  PROVIDED  FEDERAL  CONTRIBUTIONS  TO  STUDENT  LOAN  PROGRAMS 
AT  SCHOOLS  WHICH  ACTIVELY  RECRUIT  DISADVANTAGED  AND  MINORITY  STUDENTS. 
WE  FEEL  THIS  PROVISION  IN  THE  LAW  ALLOWS  MORE  MINORITY  AND  DISADVANTAGED 
STUDENTS  ACCESS  TO  FINANCIAL  SUPPORT  TO  ENTER  THE  HEALTH  PROFESSIONS, 
SUPPORTS  COMMUNITY  SCHOLARSHIPS  AND  HEALTH  CAREERS  OPPORTUNITY  PROGRAM. 

HEALTH  PROMOTION  AND  DISEASE  PREVENTION 

THE  NATIONAL  MEDICAL  ASSOCIATION  SUPPORTS  THE  NEW  PROVISIONS 
OF  THE  REAUTHORIZATION  OF  THE  DISADVANTAGED  MINORITY  HEALTH  IMPROVEMENT 
ACT  WHICH  EXPANDS  THE  ROLE  OF  HEALTH  PROMOTION  AND  OTHER  DISEASE  PREVEN- 
TION.  THE  CONCEPTS  OF  HEALTH  PROMOTION  AND  DISEASE  PREVENTION  ARE 
BECOMING  INSTITUTIONALIZED  IN  MEDICINE.   THE  NMA  RECOGNIZES  THAT  MANY 
HEALTH  PROBLEMS  WHICH  AFFECT  AFRICAN  AMERICANS  CAN  BE  REDUCED  IS  MORE 
EMPHASIS  WERE  PLACED  ON  HEALTH  PROMOTION,  HEALTH  PROTECTION,  AND  PREVEN- 
TIVE SERVICES  ISSUES  -  FOR  EXAMPLE.  WE  FEEL  THAT  FOUR  (4)  OF  THE  MOST 
CRITICAL  FACTORS  ARE: 

1.  EXPAND  PHYSICAL  ACTIVITY  AND  FITNESS 

REGULAR  PHYSICAL  ACTIVITY  HAS  BEEN  SHOWN  TO  INCREASE 
LIFE  EXPECTANCY  AND  HELPS  TO  REDUCE  A  VARIETY  OF 
DISEASES  AND  CONDITIONS.  A  GREATER  EFFORT  ON  THE 
PART  OF  THE  OMH  TO  EXPAND  INFORMATION  tUSING  RADIO, 
TV,  AND  OTHER  MASS  COMMUNICATION  OUTLETSl  CAN  HELP 
TO  EMPHASIZE  REGULAR  PHYSICAL  ACTIVITY  AND  A  REDUCTION 
IN  SEDENTARY  LIFESTYLES  IN  THE  AFRICAN-AMERICAN  AND 
MINORITY  COMMUNITIES 

2.  NUTRITION 

SINCE  DIETARY  FACTORS  ARE  ASSOCIATED  WITH  5  OF 
THE  10  LEADING  CAUSES  OF  DEATH  IN  THE  AFRICAN 
AMERICAN  COMMUNITY,  IMPROVED  EATING  PATTERNS  MAY 
SHAPE  LONG-TERM  HEALTH  PROSPECTS  MORE  THAN  ANY 
OTHER  CHOICE  -  BESIDES  THE  USE  OF  TOBACCO  AND 
ALCOHOL 

THE  NMA  BELIEVES  THAT  THE  NEW  INITIATIVES  (ON  THE 
PART  OF  THE  OMH]  MUST  PLACE  GREATER  ATTENTION  ON  THE 
NUTRITIONAL   DEFICIENCIES  IN  THE  AFRICAN-AMERICAN 
COMMUNITY  WITH  EMPHASIS  TO  BE  PLACED  ON  SCHOOL, 
WORK  SITE.  AND  PRIMARY  CARE  PROVIDERS  FOR  NUTRITIONAL 
PRACTICES. 
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3.  TOBACCO 

THE  NMA  BELIEVES  THAT  TOBACCO  USE  IS  THE  SINGLE 
MOST  IMPORTANT  AVOIDABLE  CAUSE  OF  DEATH  IN  THE 
UNITED  STATES.  THE  OFFICE  OF  MINORITY  HEALTH,  UNDER 
THE  NEW  INITIATIVES.  SHOULD  PLACE  GREATER  ATTENTION 
TO  EFFORTS  OF  REDUCING  CIGARETTE  SMOKING  ON  THE  PART 
OF  THE  AFRICAN-AMERICAN  COMMUNITY  TO  REDUCE  LUNG  CANCER 
AND  CHRONIC  LUNG  DISEASE  DEATHS,  AND  SMOKING  CESSATION 
DURING  PREGNANCY. 

4.  VIOLENCE  AND  ABUSIVE  BEHAVIOR 

HOMICIDE,  ABUSE,  ASSAULT  AND  INJURIES  AFFECT 
MILLIONS  OF  AFRICAN-AMERICANS  AND  OTHER  MINORITIES 
EACH  YEAR.   THE  NMA  FEELS  THAT  THE  OFFICE  OF 
MINORITY  HEALTH  MUST  PLACE  GREATER  EMPHASIS  ON 
EFFORTS  TO  REDUCE  HOMICIDES  AND  ASSAULT  INJURIES. 
EACH  OF  THESE  INITIATIVES  CAN  BE  ACHIEVED  UNDER 
THE  NEW  REAUTHORIZATION  BILL  TO  EXPAND  THE  ROLE 
AND  RESPONSIBILITIES  OF  THE  OFFICE  OF  MINORITY 
HEALTH  TO  EXPAND  INITIATIVES  TO  IMPROVE  THE 
HEALTH  OF  AFRICAN-AMERICANS  AND  OTHER  MINORITIES. 


EXPAND  HEALTH  RESEARCH  EFFORTS 

CHAIRMAN  KENNEDY.  YOUR  BILL  CALLS  FOR  AN  EXPANDING  ROLE 
OF  THE  OFFICE  OF  MINORITY  HEALTH  TO  HELP  COORDINATE  HFAI  TH. SERVICES 
RESEARCH  EFFORTS  ON  MINORITY  HEALTH.  IT  ALLOWS  FOR  NON-PROFIT  ORGANltATIONS 
TO  OBTAIN  DEMONSTRATION  FUNDS  TO  EXAMINE  WAYS  TO  REDUCE  VIOLENCE.  IN- 
FANT MORTALITY.  ALCOHOL  AND  DRUG  USAGE  PROBLEMS  THAT  AFFECT  DISADVANTAGED 
AND  MINORITY  COMMUNITIES. 

THE  NATIONAL  MEDICAL  ASSOCIATION  HAS  HAD  A  LONG  INTEREST  IN 
EXPANDING  RESEARCH  STUDIES  THAT  ARE  DESIGNED  TO  IMPROVE  HEALTH  OUTCOMES 
IN  THE  MINORITY  COMMUNITY.   IN  OUR  RAPIDLY  CHANGING  WORLD,  EFFORTS  TO 
IMPROVE  THE  HEALTH  OF  OUR  CITIZENS  MUST  INCLUDE  BOTH  SERVICE  DELIVERY 
STRATEGIES  AND  RESEARCH  STUDIES.   IN  THE  PAST.  NON-PROFIT  ORGANIZATIONS 
SUCH  AS  THE  NMA  HAVE  HAD  DIFFICULTIES  OBTAINING  RESEARCH  FUNDS  TO  EXAMINE 
THE  HEALTH  PROBLEMS  OF  MINORITY  GROUPS.   THE  NEW  PROVISIONS  IN  THE  RE- 
AUTHORIZATION BILL  WOULD  PROVIDE  A  FUNDING  SUPPORT  TO  EXPAND  RESEARCH 
EFFORTS  IN  MINORITY  HEALTH.   THE  OPPORTUNITY  FOR  BIOMEDICAL  AND  HEALTH 
OUTCOMES  RESEARCH  MUST  BE  SEIZED  -  PARTICULARLY  IN  THE  AREA  OF  VIOLENCE 
AND  TRAUMA  FOR  HIGH  RISK  PATIENTS. 

MR.  CHAIRMAN,  YOUR  EFFORTS  TO  EXPAND  THE  ROLE  OF  THE  OFFICE 
OF  MINORITY  HEALTH  TO  DEVELOP  FUNDING  SUPPORT  FOR  MORE  EFFECTIVE  TARGET- 
ED SERVICE  DELIVERY  AND  HEALTH  SERVICES  RESEARCH  IS.  IN  MY  VIEW,  A  VERY 
CONSTRUCTIVE  APPROACH.  IT  IS  VERY  APPLICABLE  TO  USE  THIS  APPROACH  TO 
ADDRESS  THE  WIDE  RANGE  OF  HEALTH  AND  SOCIAL  PROBLEMS  THAT  AFFECT  THE  DIS- 
ADVANTAGED AND  MINORITY  COMMUNITIES. 
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BEFORE  I  CONCLUDE,  I  WANT  TO  RECOGNIZE  THE  YEOMAN  EFFORTS  OF 
OR.  VANN  DUNN  (ON  YOUR  STAFF)  AND  OR.  CLAUDIA  BAQUEI  (OF  THE  OFFICE  OF 
MINORITY  HEALTH)  FOR  THE  FINE  WORK  THEY  HAVE  DONE  OVER  THE  YEARS.   THE 
NMA  STRONGLY  SUPPORTS  THE  REAUTHORIZATION  OF  THE  DISADVANTAGED  MINORITY 
HEALTH  IMPROVEMENT  ACT  OF  1993. 

THANK  YOU  FOR  THIS  OPPORTUNITY  TO  COME  BEFORE  YOU  TODAY! 

I  WOULD  BE  PLEASED  TO  ANSWER  ANY  QUESTIONS  THE  MEMBERS  OF  THE  COMMITTEE 
MAY  HAVE. 


Prepared  Statement  of  David  Leung 


Thank  you  Mr.  Cha 
upportunlty  to  testify 
the  Board  of  Directors 


rman  and  membere  of  thd  committee  for  this 
My  name  Is  uavid  LeuHg.   I  have  been  on 

of  South  Cove  Communlt)]  Health  Center  for 
over  10  years,  and  am  the  past  president.   For!  over  20  years. 
South  Cove  community  Health  center  has  provided  comprehensive 

health  care  services  in  greater  Boston 
targeting  Asian  immigrants  and  refugeee  who  aha  low-income, 
uninsured,  and  non-fcng^lsh  soeaKing.   As  the  only  community 
health  center  targeting  this  population  in  Masjsachusetts,  our 
multi  1  i,ngual  staff  has  Ithe  capacity  to  speak  over  14  Asian 
languages/dialects,  and  provide  services  to  ovjer  10,000  people 
from  over  30  towns/neighborhoods  in  greater  Boston.   South  Cove 
is  also  a  member  of  thi  Association  of  Asian  Racific  Community 
Health  organizations  (4APCH0),  a  national  netv|ork  of  community 
health  centers  serving -Asian  Pacific  Islanders;,  and  of  the  Asian 
Amerlfcan  Health  Forum  ([AAHF ) ,  a  national  health  organization 
addressing  data  and  health  status  issues  of  As^ian  Pacific 
Islanders.   Jean  Lau  CMin,  our  Executive  Oireqtor,  is  National 
Chair  of  the  National  Association  of  Pacific  Ajsian  American 
Kami  lies  Against  Substdnce  Abuse  (NAPAFASA). 

I_am_bece_toda^ta  speak  on  the  importanqe  of  the 
Disadvantaged  Minority  JHealth  Care  Improvement  Act  in  addressing 
disparities  in  health  status  for  Asian  Pacific  Islander 
communities  in  the  United  States.   For  years,  Asian  Pacific 
Islanders  faced  signifilcant  language,  financial!,  and  cultural 
barriers  in  accessing  ^jea^th  care.   This  act,  currently  up  for 
reauthorization,  has  made  significant  strides  |in  imoroving  health 
care  access  for  communllties  of  color  throughou|t  the  United 
States.   In  particular,'  it  authorized  the  Office  of  Minority 
Health  to  establish  goals,  coordinate  efforts,  and  support  new 
efforts  to  improve  the  ;health  status  cf  minority  communities  via 
the  Department  of  Healtih  and  Human  Services  and  the  development 
of  minority  health  offijces  at  the  state  level.   This  act  mandated 
translater/irterpretor  jsupport  services  as  required  services  for 
non-English-speaking  individuals  with  unique  needs  not  addressed 
within  the  mainstream  system.   It  supoorted  the  examination  of 
specific  health  dispariities  and  priorities  among  ethnic  minority 
groups  through  a  Crlticjal  Review  Project  of  thJB  Office  of 
Minority  Health  and  Centers  for  Disease  Control  and  Pri^visntion  to 
"update"  the  1985  Repoht  of  the  Secretary's  Task  Force  on  Black 
and  Minority  Health. 

^?_!?* -?9P?1^®'"  reajuthori  zatlon,  we  need  tb  underscore  the 

in  bringing  the  diver8l|Ly  of  ethnic 


importance  of  this  Act 
minority  populations  to 
Asian  Pacific  Islanders 
specific  and  culturally 


the  debate  on  health  r«re  r»form,  i.e. 
and  other  communities  of  color  need 
competent  solutions  to; address  their 
health  care  needs.   Desbite  what  this  bill  hasj already 
accomplished,  we  need  tb  lock  toward  what  yet  peeds  to  occur. 
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I   The  Act  needs  to  crjeate  greater  author  izatH  on  to  address  the 
breadth  of  language  and  cultural  barriers  whlc^  result  in 

L  • I     L. 1  •.!.     Mt  ^.^^^4*-4^„         ortrl     nr-auanf-.     ITUinVI    AS  1  an     PaCli 


continued  health  diepar 
Islanders  from  gaining 
care. 


Ities,  and  prevent  many)  Asian  Pacific 
access  to  primary  and  pjreventive  health 


tripled  since  1980  wltf 


Hong  Kong,  Taiwan,  Chirja,  and  Southeast  Asian 
Vietnanj,  Cambodia,  and  J 
pace  with  this  dramatic 


The  Asian  immigrart  and  refugee  populatio 


the  arrival  ot  Chinese 


n  In  Massachusetts 

immigrants  from 
refugees  from 
Laos.   Yet."  health  serv'ices  have  not  kept 
population  growth  to  ensure  cultural  and 
linguistic  access  to  care.   While  Title  VI  of  jthe  Civil  Rights 
Act  of  19«4  prohibits  discrimination  based  upon  language  and 
culture,  we  have  found  Ipatlents  turned  away  frpm  hospitals  ana 
other  health  care  fadllUles  because  they  thempelves  did  not 
br1na*an  interpretor.  We  have  found  patients  beeking  health  care 
In  their  primary  language  unable  to  choose  Souith  Cove  Community 
Health  Center  as  a  managed  care  provider  becaupe  they  lived 
outside  of  our  local  geiographic  area. 

Language  Barriers-^  Nort-English  speaking  patie^^ts  are  often 
admitted^to'and  dischanged  from  hospitals  with  little  follow-up 
and  poor  understanding  |of  medical  procedures.   The  inadequacy  or 
absence  of  interpreters,  often  results  in  misdiagnoses,  inaccurate 
medical  histories,  and  failures  to  provide  an  bmorgency  response 
In  life-threatening  situations.   Limited  availability  of 
bilingual  providers  or  interpreters  often  resuHs  In  longer  waits 
and  second-class  care.  ' 


,Cu]tgral_Barr1e 
"Asian  health  be 
dally  lifestyle 
often  continue 
redommendat 1 ons 
Initiatives  may 
lifestyle  behav 
cultural  health 
care  providers 
doctor-patient 


re  -  M^ny  Asian  and  Pacific  Isilanders  maintain 
I1efs  and  rely  on  folk  medic Ine;  practices  in  their 
.   Even  iwhen  seeking  western  heplth  care,  they 
two  meth'ods  of  care  simultaneously.   Medical 
,  and  heialth  promotion/disease  breventlon 

have  lilttle  relevance  or  be  at,  odds  with  Asian 
lors  and  diet.   The  failure  to  ^inderstand  these 

beliefsi  and  practices  by  Western  trained  health 
causes  problems  in  medical  comp-liance  and  the 
interaction. 


Language  and  cultural  barrier.a-flflgn_resu{lt  in  delayed  entry 
into  health  care,  failure  to  receive  routine  spreening  such  as 
annual  physical  check-ubs.  mammograms  or  PAP  ^mpnrs,    and  poor 
knowledge  of  health  risks.   Most  do  not  know  the  association 
between  sodium  Intake  a^d  hypertension,  or  between  cholesterol 
and  heart  disease.     ^ 

I 

AddresslDg_£hese  blsrrier8_canjiave_signifilcant  i^mpact  on  a 
health  care  reform  pTint 16  ensure  universal  acfesi  irrespective 
of  language,  race,  or  cjltural  background.   Thjs  bill  can  specify 
that  universal  access  does  not  mean  a  universal  plan.   Communi- 
ties with  special  language  and  cultural  n«ed9  ipuat  have  «ec«e«  to 
health  care  at  all  polhte  of  patient  contact.   1  This  must  Include: 
1)  medical  services  pic^vldeU  tn  thw  primary  lajnguage  of  the 
patient,  2)  case  management  services  to  ensure|  continuity  of 
care,  3)  patient  advocacy  to  assist  patients  1]n  navigating  the 
health  care  sy»twiii,  and -7)  ^wrvlcea  compattblej  with  a  patlant'a 
health  bellefe  and  practices. 


Reuomiin;;tiUaLiori: 


iJlnQulBtlcally  and  culturally  competent 
services  ?hould  b^  mandated  services.   Arleas  with 
concentrations  of  '1 Inouistlc  and  eth"^c  frilnorltv  pooulatlona 
i^iuat  eni^urw  accHBS  t^o  ^>n  Inqual /b1  euUvrp|1  services  within  a 
comprehensive  system  of  care.   Mechanismsl  shpuld  be 
'  established  to  monitor,  evaluate,  and  enhance  access  to 
b1  Ungual /bicultunal  services. 

While* this  Act  reaffirmed  the  imoortance  of  language  access,  it 
failed  to  authorize  mechanisms  within  DHHS  to  iaddress  the 
additional  costs  for  pnovidlng  multilingual  seirvices.   Community 
health  centers  serving  Asian  Pacific  Islanders;  have  been 
penalized  for  these  additional  costs  in  cost  rpports,  and/or 
hindered  by  the  absence  of  resources  to  providte  these  services. 
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The  1990  reauthorization  of  community  health  cpnters,  for 
example,  required  that   if  a  substantial  number  of  the 
Individuals  in  the  poDUlation  served  by  a  center  are  of  limited 
English-speaking  ability,  the  services  of  appropriate  personnel 
fluent  In  tne  language  Bpoken  by  a  predominant:  number  of  such 
individuals  is  necessany."   While  language  has:  appeared  urging 
HRSA  to  address  the  needs  of  Asians  and  Pacific  Islanders  within 
this  Act,  no  new  resources  have  been  identifiep  to  I'espond  to  the 
urgent  and  expanding  needs  of  Asian  and  Pacific  Islander 
communitiec.   HRSA  al  located  only  minimal  resource©  for  nn«-t.im« 
to  address  this  critlcail  need, 

e.>,.^mmar.H«»'lr>n-  Aiithnrj  lat  j  on  ghould  cr9?te  mech?n1smg  t? 
qpy^r   costs  of  blVinatifll  services  and  earmarked  tQ  suppprt 
existing  services  'in  community  health  centers  serving  tnlS 
Dopulationa.  t Saa  Attaehmant  A.  Raport  Lanauago).. 

To  eliminate  language  and  cultural  barriers,  the  Act  should 
support  b1 1 ingual/bicultural  cervicee  ae  part  of  a  oyotom  of 
care,  over  and  above  interpretor  services.   Thp  Act  has 
emphasized  surveying  and  documenting  existing 
bilingual/blcultural  prbgrams,  and  on  oupportifig  interpretor 
services.   It  Is  time  tb  take  the  next  step  toward  cultural 
competence  to  ensure  true  access  to  care  by  authorizing  more 
emphasis  to  tha  davaloppent  of  hi Hnguol/bloulpural  servicae  and 
demonstration  programs. 


I 


Recommandation;   Abthorize  a  grant  prograi|n  to  aupport 
demonstration  programs  providing  bil Ingual/bicultural 
services  within  a  bomprehensl ve  system  of i care.   Give 
priority  comm unityi-basad  eorvioc  provider^  In  areas  with 
large  concgntratidns  of  limited  Engl ish-sbeaking 
communities.   DocUment  Improved  access  td  care  for  specific 
populations  as  ouBcomes.  ' 


Current  regulations  def|ine  our  health  ^care  system  based  on 

"geographic"  catchmentjarea  criteria. This  serves  to  create  yet 

further  barriers  for  API  and  prevent  programs  Ifrom  delivering 
culturally  competent  arid  linguistically  appropriate  eervlcae. 
The  vast  majority  of  tHe  medically  underservedj  Asian  and  Pacific 
Islander  Americans  reside  In  urban  areas.   However,  this 
population  often  lacks  access  to  care  despite  (their  proximity  to 
an  existing  health  care|  delivery  system.   Community  health 
centers  serving  Asian  Racific  Islander  communities  have  been 
unable  to  aDply_foc_330Lej<panslQD_Qf _communt5y^.he9lth  center 
funds  because  federal  negulatj^ong_xequire  that,  appl  icants  target 
new  service  areas.   WRijli  sirvlce  area  regulations  are  intended 
to  avoid  duollcation  ofl  services,  the  inf lexibil  1  ity  of  thi3_ 
definition  has  created  lyet  another  barrier  for.  our  communities. 
Current  managed  care  initiatives  are  also  structured  to  assign 
patients  to  providers  biased  on  geographic  proxrimity.   Patients  of 
community  health  centene  serving  Asian  Pacific-  Islanders  are 
often  widely  dispersed  |throughout  a  geographic  area,  i.e.  South 
Cove  serves  patients  frjom  over  30  towns/neighbprhooda  in  oreat.nr 
Boston.   Patients  often  choose  to  travel  longer  distances  In 
order  to  access  llnguisjtically  appropriate  and  culturally 
competent  health  care.  :  There  rrust  also  be  a  rpcngnltion  of  theca 
criteria  in  addition  to|  geography   in  defining]  access  to  care. 

Recommendation:  Qelpgrgchle  critpria  shoi.nij  not  be  tha 
primary  criteria  in  organizing  a  health  chre  delivery  system 
or  assigning   health  care  providers.   Authorize  flexibility 
i n  definit-ions  to  allow  patiantg  to  choose  providers  outcide 
cf  thei r  Immediate'  geographic  area  to  access  linguistic  and 
culturally  competent  care.  (See  Attachment  B.  Pr oposed 
policy) 

II.   Health  Professions  Devplopment 

While  there  Is  a  national  shortage  of  primary  tare  providers, 
there  exists  «n  even  grioatar  shortage  of  hi  HnfeuQi/bicultural 
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Asian  and  Pacific  Islander  primary  care  provldfers.   As  health 
care  reform  moves  towarbs  managed  care,  primary  care  and  primary 
care  provlrirtrs  bscoma  pivotal  to  our  health  car«  ayatem.   Yot, 
the  percentage  of  medics!  students  planning  to, specialize  In 
family  practice,  internsl  medicine  or  pediatrits  fell  from  35*  to 
15X  batwBPn  iqft2-<?2  according  to  the  Aooooiotiin  of  American 
Medical  Colleges.   Currently,  primary  care  doctors  represent  only 
3355  of  our  nation's  phybiclans.   For  Asian  andlPaclfic  Islander 
communities.  t.h«  proh^•\t^    i«  further  exaoorbote^  by  tha  need  roe 

providers  able  to  epealj  with  patients  In  thein  primary  language. 
Large  Asian  student  enr'ollments  often  give  a  flalse  impression 
because  It  uv«ir  looks  tl^e  large  number  of  non-pjrimary  care 
specialists  and  researdhers  and  the  diversity  pf  language  and 
ethnicities  within  Asidn  and  Pacific  Islander  icommunitles. 
Couulwd  witli  the  "modet  minority  myth"  that  Asjians  are  healthy, 
wealthy,  and  wise",  Asians  are  often  excluded  ^from  priorities 
given  to  "underrepresented  minorities".   Thera  is  a  need  for 
programs  tu  provide  culturally  competent  trair^ing  of  health  care 
providers  to  serve  the  needs  of  specific  coinmu|n  1 1 1  es . 

Recommendation:  A<Jt^o''^g9  grants  program  Which  emphasize 
i;nTifpvpit.v-hws!»cl  training  of  health  prof e^JsJonal?  apij  Bytend 
Autreach  to  undergradyiates  and  bilingual  Asian  students  to 
increase  the  pool  of  bilingual  and  primary  care  providers 
for  undersgrved  populations  (see  attachment  C  -  Concept  for 
Health  Careers  Development  Program).     i 

Qiveri  the  diversity  witihin  the  Asian  and  PaclfHc  Islander 
population,  their  low  ilncidence  within  the  total  U.S.  population, 
and  their  concentration  In  discrete  parts  of  t^e  country,  the 
training  of  bi 1 ingual/Uicultural  health  care  providers  presents  a 
challenge  for  any  trairJing  institution.   In  orfJer  to  maximize  the 
advantages  provided  by  la  critical  mass,  the  esitablishment  of  a 
national  program  would  |be  key  to  increasing  thjB  pool  of  providers 
sorely  needed  for  this  ipopulation. 

Recommendation:   AVjthorize  a  national  program  for  t^t 
training  of  bi 1 ingual /bicul tural  Asian  and  Pacific  IslandflT 
health  crofeseions  studant^a ,   Use  national!  Asian  health 
organizations  to  develop  and  implement  a  Model  program. — Uaft 
community  based,  olinical  preceptgr3.h1p8  w i th i n_y:pmftium tx 
health  centers  serving  Asian  and  Pacific  Islander 
eopulati ons  to  be  an  integral  component  of  such  a  program.. 

Community  health  workerp  able  to  communicate  wHth  patients  1n 
their  primary  language,  and  indigenous  to  the  community  have  boon 
critical  to  ensuring  access  to  care  for  Asian  ^nd  Pacific 
Islander  communities.   (These  community  health  workers  have  played 
a  critical  role  through]  patient  advocacy,  cornmUnity  outreach, 
health  education,  and  case  management  follow-utj.   nftpn,   they 
have  bridged  the  cultural  and  language  gap  bett<een  provider  and 


patient  due  to  the  1 imi 
speak  with  patients  in 
paraprof essionals  and  c 
institutionalized  as  pa 
Health  care  reimbureeme 
services 


bed  availability  of  proylders  able  to 
their  primary  language..  Y«t, 
bmmunity  health  workers  has  never  been 
rt  of  our  health  care  delivery  system, 
it  mechanisms  do  not  al)ow  thnee  neeeosary 


Recommend  a  tipn:   /juthorjze  programs  to  suboprt  the  ongoir 
role  of  bilinguaMbicultural  community  helalth  workers  in 
>r1marv  care  settlings,  and  develop  mechaHisms  for  the 


development  oi^  criteria  and  reimbiiraement^f  th^e  services, 


III.   Khile  the  Office  of  Minority  Health  has  [taken  first  steps 
in  addressing  the  healtjh  of  disadvantaged  minqrities,  its 
authority  and  efforts  rieed  to  be  strengthened  ^nd  expanded  to 
ensure  implementation  of  the  intended  purposea  of  this  Act. 

OMH'e  role  to  estdblish  goals,  coordinatei  efforts,  and 
support  new  efforts  witihin  dhhs  has  been  crucial  to  addressing 
barriers  faced  by  Asian  Pacific  Islander  communities.   However, 
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Its  authority  haa  beenillmlted  In  Its  ability  ito  promote 
responsiveness  to  mlnonity  health  Issues.   OMHi  needs  the 
authority  and  capacity  |to  support  research,  demonetraticn,  and 
evaluations  to  test  innovative  models,  to  incrpase  knowledge  and 
understanding  of  health  risks,  and  to  deveioo  hechanlsma  that, 
support  health  education  dissemination  and  service  delivery  to 
minority  populations. 

Recommendation,   ^xpand  and  strengthen  thb  authority  of  the 
Office  of  Minoritvl  Health  to  make  grants  to  enhance  the 
clevQloDmpp:t_and  ddliverv  of  Unquiatic  nnfl  cijlhurallv 
competent  servicea  to  the  medically  underserved. 

Community  health  centers  have  historically  played  e  crucial 
"safety  net"  role  In  the  provision  of  comprehensive  primary  care 
for  the  medically  underserved.   Community  health  centers  such  ae 
South  Cove  began  over  20  years  ago  in  response;  to  the  unmet  n««d 
and  severely  underserved  Asian  and  Pacific  Islander  population. 
The  dramatic  growth  of  'this  population  over  the  past  20  years  haa 
brought  a  yet  greater  rinmp1<?xity  of  lanouage  and  cultural  neode 
essential  to  providing  iaccesslble  health  care  services. 
Currently,  only  eight  330  funded  community  heaflth  centers  across 
the  country  specif  Ira  1 1'y  target  Aclan  and  Pacific  Islander 
communities.   Most  havei  waiting  lists  of  up  toj  five  months  for 
new  patients.   There  are  also  many  areas  In  thb  U.S.  where  no 
bil  Inoual/blr.ulMirsl  primary  care  eorvicec  are,  aval  lable.   OMH 

CDC,  HRSA  and  other  offices  within  DHHS 
ities  and  service  delivery  needs. 


needs  to  work  with  BCPS 
to  address  health  dispa 


Recommendation.   EJcoand  ^nd  strengthen  thfe  authority  of  the 


Office  of  Hinorityl  Health  to  work  within  DHH3  to  coordinate. 
monitor  and  riavpTob  inltlativaa  to  improvb  the  health  status 
of  disadvantaged  mrinorltles.  I 

IV.   Current  methods  ot   national  health  data  collection  fall  to 
compile  adequate  and  aocurate  assessments  of  Asian  and  Pacific 
Islander  health  status  J   Most  datasets  fall  tjo  compile  data  on 
Asian  and  Pacific  Islanders,  often  listing  th^m   as  other  If  at 
all.   The  few  national  jdatasets  that  contain  some  information  on 
Asian  and  naclflc  Islanders  often  perpetuate  tlhe  myth  of  APIs  as 
a  healthy  model  minor Itly.   Aggregation  of  Asiajn  and  Pacific 
Islande^r  groups  or  classifying  them  as  "other"  or  have  resulted 
In  inap'proprlate  samp  I  i|ng  and  misleading  resuljts. 

I  : 

Recommendation:   Require  current  nationali  and  ^tate  data 
collection  and  reporting  systems  to  codify  Asian  and  Paclflo 
Islander  populations,  and  where  appropriate,  to  disaggregate 
diorbidity.  mortallity.  utilization,  and  expenditures  data  bv 
specific  Asian  and  Pacifi c  Islander  groupis  identified  in  the 

1990  census.      I 

I  : 

1 
Recgmmendatipn:   Support  research  on  the  health  status  of 
Asians  and  Pacific  Islanders  in  order  to  Identify  specific 
disparities  in  health  status,  including  hiealth.  suhatanea 
abvsg .  and  nienta ).  health  unique  to  Asian  and  Pacific 
Islander  groups.  ' 

Recommendation;  Require  health  services  and  outcomes 
rese arch  tp  b e .  compiunlty  sensitive  and  rebponsive  to  Asian 
and  Pacific  Islander  needs  by  creating  fihancial  and  nthwr 
Incentives  to  conduct  such  research. 

Conclusion  : 

The  spirit  cf  the  Disadvantaged  Minority  j^palth  Improvomont 
Act  has  been  welcomed  by  the  Asian  and  Pacific  Islander 
communities.   We  share  a  vision  for  a  health  care  system  that 
accurately  monitors  thei  health  status  of  all  Ai|ner1canc  and 
promotes  prevention  andj  necessary  treatment  through  universal 
access  regardless  of  rabe,  culture,  and  language.   However,  we 
seek  to  Include  a  perspective  which  values  and' rospacte  thoae 
differences  critical  toi  cultural ly  competent  care  for  special 
populations  whose  needsl  are  not  met  by  a  universal  system.   We 


69 


comnand  the  subconmfttcb  on  1ti»  r.urrmnt.   undart^ktng-   Wo 
•neouraa*  you  to  taks  tn«  bold  stAos  outllntd  abov*  to  •llmlnat* 
thosa  barriara  Mhlch  prevant  Aalan  and  Pacific  lalandar 
CORimunltlaa  from  accaaaj  to  haft  1c  haalth  cara  In  Amerloa.   Thank 
You. 


LbolalatlvaPrlorltlaa 
I 
AJttachfflant  A 


REPORT  LANQUAQE 


Balovr  are  excerpts  from  the  reports  that  accornpanled  the 
Department  of  Labor,  Health  and  Human  Servlcesj.  and  Education  and 
Related  AgenoUa  Approarfation  Bill.  1S9S  (H.Ri.  0077) 

Conference  Report     ! 

"The  conferees  continue  to  be  concerned  tpat, 
notwithstanding  assurances,  the  Health  Resourcpa  and  Services 
Administration  (HRSA)  hae  nwt  ylveri  sufficient!  attention  to  the 
health  care  needs  of  Asian  and  Pacific  Islander  Americana  who, 
for  cultural  and  language  reasons,  do  not  have,  adequate  accese  to 
health  care.   The  curir«irw«*i«  urge  HRSA  to  make  the  population  a 
priority."  j 

I 
9enat«*  CuiiMiillwe  on  Apqroprlatlons 

"The  Committee  Is  jdleturbed  that  HRSA  hasi not  made  the 
li«#«1Ui  uara  needs  of  Asian  and  Pacific  islander  Americans  a 
priority,  in  spite  of  dongreselonal  direction.   Many  of  these 
recent  arrivals  to  the  United  States  are  medically  undeserved  due 
Lo  cultural  dlf ferences|.   Vhe  committee  notes  that  community 
health  centers  must  provide  translation  services;  however,  BHCDA 
has  orovlded  only  minimal  resources  for  this  purpose.   The 
Committee  believes  HHS  {should  revise  current  rbgulations  to 
Increase  the  weight  given  to  the  pressing  needs  of  this 
population,  rather  thanj  relying  exclusively  on,  geographic 
designation.   The  Committee  urges  BHCDA  to  work  closely  with 
AAPCHO  to  ensure  that  A'eian  and  Pacific  Islandbr  Americana  are 
better  served  by  the  CHp  progrEun." 


j    Attachment  B 

PROPOafcO  >JoHCY  RELATED  TO  SERVICJE  AREA 

The  Bureau  of  Primary  Health  Care  should  consijder  applications 
for  new  starts  and  expansions  to  serve  epecial!  populations,  even 
when  the  proposed  service  area  overlaps  with  a|n  existing  health 
center,,  under  the  following  conditions: 

1)   There  is  a  mqdically  underserved  oopjulation  with 

distinct  language  and/or  cultural  nelads  not  addressed 
by  the  existing  health  center;  and 

z)  This  undersenved  population  is  substantia!  enough  in 
size  to  warrant  a  new  start  or  expanjsion  of  existing 
services. 

All  eligible  entitles,  including  the  existing  health  center  in 
the  area  should  have  tne  option  of  applying  for  funds  to  serve 
the  targeted  population.   Furthermore,  in  conaiiderino  such 
applications,  the  Burea/u  of  Primary  Health  Carp  must  take 
measures  to  ensure  thatJ  new  start  or  expansion,  funding  will  not 
have  an  adverse  impact jon  the  funding  status  or  viability  of 
health  centers  where  o>^erlap  In  service  area  will  occur. 
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I    Attachment  C 

CONCEPT  FOR  HEALTH  CAREERS  DEVfcLUHMEIIT  PROGRAM 

DRAFT  -  FOR  DISCUSSION  PURPOSES  ONLY 

ASSOCIATION  OF  ASIAN  PACIFIC  COMMUN^ITY  HEALfTH  ORGANIZATIONS 

]    HAY  11,  1993        • 

goal   ,  I  ! 

TO  Increase  the  pool  otj  bicultural  and/or  bilingual  Asians  and 
Pacific  Islander  healtn  professionals  to  work  1n  community  based 
primary  care  In  varlousj  geographic  areas  natiorany. 


1 


Target:  Pre-med  students  and  other  undergraduajte  level  students 
seeking  careers  In  healjth  professions  who  are: 

I  * 

Asian  or  Paciific  Islander 

Bicultural  on  multicultural 

Bilingual  or  multilingual  (not  required  if  from  an 

ethnic/cultural  group  whose  primary  'language  is 

English)     I 

From  untversl|t1e8  in  various  geographic  regions  of  the 

U.S.         :  ' 

! 

Model  j 

Recruit  15  -  30  students  annually  from  undergraduate  level  to 
participate  in  an  8  -  wieek  accredited  summer  ofoqram  which  would 
Include  the  following  components: 


1) 
2) 
3) 


4) 


1) 


An  intensive  two-  week  course,  in  a  bentrallzed 
location,  which  combines  didactic,  ihteractive  and 
hands-on  teaching  methods,  covering  the  following 
areas:       ! 

«    Culturallly  competent  service  deilivery 

-culturallly  specific  models  and)  str>it.«gi©8 
-culturajl  Interpretation 
-ethnic  'specific  health  problemb 

*  Lingu1st:ical  ly  appropriate  servpRH  delivery 
-legal  and  ethical  aspects 

-workingi  with  interpreters 

*  Community  based  prinary  care 

-overview  of  community  orientedi primary  care 
-overvlejf*  of  Asian  and  Pacific  Islander  health 
centers  ! 

«    Basic  medical  assistant  skills  , 

-blood  pt'essure  and  vital  signsi  etc. 

-historyl taking 

-preparation  of  patients  and  exim  room 

*  Basic  heklth  education  skills   ! 
-group  p^'esentations  i 


2) 


-one-to- 

*    Field  V 

hoapita" 

A  six  -  week 
serving  Asia 
placements  p« 


* 

Obsor 

physi 

* 

Obser 

m 

Pract 

* 

Pract 

* 

Parti 

well- 

« 

Field 

one  education 

sits  to  health  centers 

s 


placement  in  a  community  health  center 

and/or  Pat;!  fie  Islandqr  patients.   (5  - 
r  site.  )  Win  include:' 


and  community 


vatiion  of  clinic  lulls,  inc 
ciejne  assistants  and  nurse 
vatJion  of  health  education 
icing  basic  inedlcal  assis 
icilng  basic  health  educati 
cidation  In  special  events 
chilld  da/M,  other  screeni 
V  lis  Its  to  local  community 
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practitioners 
activities 
tjant  ski  1  Is 
on  ski  1  Is 
(health  fairs, 
days) 
hospital 
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Col  labor at iyp  !  j 

Linkages  with  educational  Institutions  In  3  -  |5  states  to: 

1)  Recruit  frum  jthelr  enrollecl  student  population 

2)  Establish  arriangements  for  accredt tajtion 

3)  Collaborate  1n  curriculum  developmenjb 

4)  Owvttlup  evaluation  methodology 

Linkages  with  CHCe  for 

1)  Arranging  Dlacements  of   students 

2)  Curriculum  delvelopment 

3)  Guidelines  and  reimbursement  mechanism  for  placements 

4)  Infrastructure  development  for  management  of  program 
and   recruitment  of  students        ' 

0)   Develop  evaluation  methodology. 

Lead  Agency; 


1) 
2) 


3) 
♦  ) 


Establish  linkages  with  all  key  collaborating  entitles. 

Manage  the  co|11aborat1ve  relatlonehibs  between 

participating!  entitles,  ensuring  participation  in 

program  develbpment  and  Implementation. 

Manage  all  aspects  of  the  program. 

Primary  re8po|islDi  M ty  for  Implementing  two  -  week 

intensive  tra|1n1ng  program. 


[Whereupon,  at  12:32  p.m.,  the  committee  was  adjourned.] 
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